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TREATMENT OF PROLONGED LABOR 


Gerald W. Gustafson, M.D., Indianapolis 


Although the problem of prolonged labor is repeatedly 
discussed at medical meetings, its importance warrants 
repetition, not only because of the known dangers to both 
mother and baby but also because concepts of the various 
factors involved and their management are not constant. 
No other problem in obstetrics so taxes the patience and 
judgment of the physician. Even in the best of clinics, 
an increase in maternal and fetal morbidity and mortality 
accompanies increase in duration of labor. The definition 
of prolonged labor varies with different authors, but 
most agree that labor lasting more than 24 hours with 
progressive dilatation and effacement should be con- 
sidered prolonged. This is a prolongation of the first stage 
except when disproportion, abnormal position, or pelvic 
tumor blocking the birth canal remains unrecognized. At 
a recent meeting of the American College of Surgeons, 
the audience was asked to vote on what they considered 
to be prolonged labor. The 63 responses were as follows: 
25 voted for 24 hours, 11 for 18 hours, 9 for 20 hours, 
5 for 36 hours, 4 each for 30 hours and 12 hours, 2 for 
13 hours, and 1 each for 6 hours, 15 hours, and 45 to 
60 hours. Labor begins when pains start, if the uterine 
contractions are accompanied by progressive effacement 
and dilatation of the cervix. Occasionally there may be 
labor with effacement and very little dilatation, as in an- 
nular detachment of the cervix and conglutination of the 
external os, both of which are rare conditions and are 
manifestations of true cervical dystocia. In the case of 
conglutination, slight digital pressure against the dimple 
in the cervix will effect some dilatation and this will 
rapidly progress. The main difference between false labor 
and true labor is that the latter does accomplish work, 
i. e., effacement and dilatation, whereas the former does 


not. 
FALSE LABOR 


Such a fundamental as the recognition of false labor 
and its treatment may be vital to the welfare of the mother 
or her baby. An illustration of this is seen in the case of 
a patient who, although having frequent contractions, 
showed no effacement or dilatation on examination. 
Obviously she was not in labor, and after sedation the 
contractions stopped. When questioned about a midline 


scar, the patient gave a history of similar pains with her 
first pregnancy, at about the same stage of pregnancy. 
Her physician at that time had sent her to a hospital, and 
after 48 hours of contractions with no progress a cesarean 
section had been performed, resulting in the birth of a 
baby too premature to survive. Reynolds * has shown 
with tokodynamometer recordings that there is a pattern 
of incoordinate uterine action in false labor. The mid- 
portion of the uterus may contract more than the fundus, 
or the entire organ may contract so that the cervix and the 
lower segment of the uterus offer resistance to dilation. 

Prodromal Labor.—Prodromal labor is the same con- 
dition as preliminary labor. In some situations, par- 
ticularly occiput posterior and breech presentations, 
contractions may continue for several hours before any 
considerable effacement or dilatation occurs. The pattern 
of contractions is normal for labor, but labor does not 
progress. Sedation is indicated for this condition, and 
it is good for the patient’s morale and that of her husband 
if she can be sent to her room until progressive labor is 
established with stronger contractions. 


FEAR ASSOCIATED WITH LABOR 

While fear may lower the threshold of pain, fear and 
pain are entirely distinct entities and should be treated 
as such. No one has proved that fear and tension produce 
pain. The greatest alleviator of a patient’s fear is confi- 
dence in her physician’s ability to make the right de- 
cisions and to care properly for her as an individual. 
While fear may produce incoordinate uterine activity, I 
have not recognized so-called tense or spastic cervix 
created by fear, anxiety, or tension as an entity existing 
separately from the general uterine action. Recently one 
of our older masters, Dr. Edward Schumann,’ stated, 
“It has been shown clearly to all men and a few women 
that the pain and travail of labor is illusory and wholly 
an expression of a maladjusted psyche, to be corrected 
by appropriate explanation, argument, exhortation and 
the careful use of psychologic double-talk.” The greatest 
contribution of Grantly Dick Read ° is in the change in 
the patient’s psychological approach to labor, evidenced 
by the increasing number of women who are willing to 





Read at the Seventh Clinical Meeting of the American Medical Association, St. Louis, Dec. 1, 1953. 

1. Reynolds, S. R. M.: Physiology of the Uterus, ed. 2, New York, Paul B. Hoeber, Inc., 1949. — a 

2. Schumana,-E. A.: Obstetrics and Gynecology: Changing Aspects of Last Half Century, Obst. & Gynec. 2: 428-430 (Oct.) 1953. 
3. Read, G. D.: Childbirth Without Fear: Principles and Practice of Natural Childbirth, New York, Harper & Brothers, 1944, 
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stand considerable pain before taking sedation. This 
approach is much better than that seen a few years ago, 
when many patients asked for immediate sedation and 
the obstetrician too often was judged in direct proportion 
to pain relief. Fear on the part of the physician, unless 
counteracted by consultation, may be responsible for ill- 
advised or unnecessary operations. Fear on the part of 
the husband or other members of the family has undoubt- 
edly resulted in pressure that too often has not been with- 
stood by the physician. Correct evaluation of all factors 
invoived is most important in prolonged labor. 


CEPHALOPELVIC DISPROPORTION 


Evaluation of the size of the pelvis and the accommo- 
dation of that particular baby to that particular pelvis is 
of paramount importance in any labor. The pelvis should 
be measured clinically and, if there is any doubt, roent- 
genographically. Pelvic examination should be done early 
in pregnancy for accurate determinations of the diagonal 
conjugate diameter, the shape and curve of the sacrum, 
the prominence of the ischial spines, the angle of the 
pubis, and the measurements of the outlet. In roentgen- 
ographic mensuration, I apply the criteria of Mengert * 
and obtain the transverse and anteroposterior diameters 
of the inlet and midpelvis. The product of these diameters 
averages 145 for the pelvic inlet and 125 for the mid- 
pelvic planes. When the measurements give a product of 
less than 85% of these normal values, the pelvis is def- 
initely contracted. Significant contraction of the pelvic 
outlet does not occur without contraction of the mid- 
pelvic plane and is seldom so great as to indicate elective 
cesarean section. With cephalic presentation, if pelvic 
contraction exists in either inlet or midplane, a trial labor 
should be given; it is surprising how many babies’ heads 
will mold and, with good contractions, will deliver easily. 
One does not have to wait until the cervix is completely 
dilated to determine the wisdom of cesarean section. If 
the membranes are ruptured either spontaneously or 
artificially, the accuracy of the evaluation is increased. 
I am in agreement with Greenhill ® that, after 18 hours 
of labor, reanalysis of the situation is called for. 

In breech presentation, there is no time for molding 
of the fetal head, and at the present time no accurate 
roentgenologic method of mensuration of the after- 
coming head is available. A test of labor means very little 
except as to the type of pains that the patient will have. 
A borderline pelvis with large baby in breech presenta- 
tion is an indication for cesarean section. One cannot 
wait until the aftercoming head fails to come through the 
pelvis for the decision. Transverse presentation requires 
cesarean section in most instances if low fetal mortality 
is to be maintained. Cesarean section may be preferable 
in some instances of face and brow presentation. 


UTERINE INERTIA 


Analysis of records reveals that uterine inertia or irreg- 
ular uterine action plays a major role in prolonged labor. 
As pointed out by Eastman,* many cesarean sections have 





4. Mengert, W. F.: Estimation of Pelvic Capacity, J. A. M. A. 138: 
169-174 (Sept. 18) 1948. 

5. Greenhill, J. P.: Prolonged Labor: Selected Clinical Problems, 
Obst. & Gynec. 1: 476-485 (April) 1953. 

6. Eastman, N. J.: Pituitary Extract in Uterine Inertia: Is It Justi- 
fiable? Am. J. Obst. & Gynec. 53: 432-441 (March) 1947. 

7. Jeffcoate, T. N. A.; Baker, K., and Martin, R. H.: Inefficient 
Uterine Action, Surg., Gynec. & Obst. 95: 257-273 (Sept.) 1952. 
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been performed with the indication of cephalopelvic dis- 
proportion when uterine inertia was the cause. Both fac- 
tors are often involved. It has been clearly shown by 
means of tokodynamometer tracings that in order to 
dilate the human cervix, intermittent contractions in the 
uterus must be strong in the fundus, must be of relatively 
long duration, and must become stronger as full dilata- 
tion is attained. In contrast, the midportion of the uterus 
shows contractions of less intensity and shorter duration. 
The lower uterine segment is virtually inactive as cervical 
dilation proceeds. There is generally good synchroniza- 
tion between the two sides of the uterus in normal labor. 
We are indebted largely to Reynolds and to Caldeyro 
Barcia and Alvarez of Montevideo for tokodynamometer 
tracings and amniotic pressure recordings of abnormal 
uterine behavior. The latter state that the classification of 
Jeffcoate * on abnormal uterine action is the one that 
most closely agrees wiih the results of their research. This 
classification includes: (1) hypotonic inertia; (2) the 
hypertonic states of hypertonic lower segment and inter- 
nal os, colicky uterus, and constriction ring dystocia; 
(3) asymmetrical uterine action; and (4) cervical dys- 
tocia. 

Hypotonic Uterine Inertia.—Relaxation of the lower 
uterus is adequate in the presence of hypotonic inertia, 
but the expulsion effort is weak or infrequent, or both. 
Contractions are not sufficient to raise intrauterine pres- 
sure above 24 mm. Hg. Because of this, there is little 
chance of intrauterine asphyxia, but little progress is 
made. This type of inertia can arise at any time in labor, 
and it may precede or follow a period of normal uterine 
activity. 

Hypertonic States.—1. Hypertonic lower segment and 
cervix offer unnatural resistance to dilation. There may 
be reversed polarity with weak action of the upper seg- 
ment and little sign of effacement. 2. Colicky uterus is 
characterized by strong but purposeless activity. All parts 
of the uterus contract more or less equally, without gradi- 
ent. Abdominal cramps are intense and frequent. 3. Con- 
striction ring dystocia is to be regarded as an end-result 
of either reversed polarity or a colicky uterus. All hyper- 
tonic states are characterized by pain as intrauterine pres- 
sure is persistently raised, and because of this pressure 
the danger of asphyxia is present. The over-all picture 
is one of prolonged labor despite uterine contractions 
that may be strong and induce considerable pain. 

Asymmetrical Uterine Action.—Synchronous activity 
of the embryologic halves of the uterus is a function of 
normal uterine behavior. Asynchronous activity does not 
materially impede the progress of labor if the contraction 
pattern is otherwise normal. If the activity of the two 
halves of the uterus is completely separate, each half may 
function well. 

Cervical Dystocia.—Mechanical obstruction at the ex- 
ternal os characterizes cervical dystocia. Unless there are 
actual changes in the cervix, such as partial amputation, 
conglutination of the external os, annular detachment, 
or increased fibrosis as the result of cauterization of 
conization, it is a matter of uterine incoordination. A 
cervix remains firm chiefly because of inadequate con- 
tractions. With good contractions, the cervix is readily 
changed. 
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In the presence of poor contractions and slow dilata- 
tion, the patient must not be permitted to become ex- 
hausted. Sedation with a rest period of a few hours is 
often rewarded by the development of strong contrac- 
tions with improved patterns of uterine activity. Certainly 
this should be attempted before any thought of stimula- 
tion is entertained. Diihrssen’s incisions are rarely indi- 
cated and should be done only when the station is low, 
effacement complete, and the baby endangered. If stim- 
ulation is decided on after rest has failed to produce 
improved contractions, one must be certain that there is 
no disproportion, no multiple pregnancy, that the patient 
has not had several babies, that the presentation is nor- 
mal, not breech, and that the patient is definitely in labor. 
To augment labor, I have used pituitary in less than half 
a dozen instances in 27 years. The safest way at present 
is to use either oxytocin (Pitocin) or posterior pituitary 
(Pituitrin), 1 minim (0.06 ml.) to 100 cc. of 5% dextose 
in distilled water or 1 cc. to 1,500 cc. of the diluent, 
administered intravenously at an initial rate of flow of 
about 0.25 minim (0.015 ml.) per half hour. In 6,608 
consecutive labors at Johns Hopkins Hospital between 
1941 and 1945, pituitary extract was used intramuscu- 
larly in 3.5% of cases; Hellman * states that, in general, 
any appreciable increase of this incidence represents abuse 
of the drug. If it is used, constant attendance by the 
obstetrician or senior resident is necessary. Reynolds and 
Hellman have shown changes of pattern from incoordi- 
nate uterine action to coordinate by the use of oxytocin; 
however, Jeffcoate maintains that the value of oxytocin 
in correcting faulty uterine action is strictly limited and 
that it does not alter the behavior pattern, so that if the 
uterus is already hypertonic and incoordinate, the drug 
makes matters worse and can cause a constriction ring. 
He further states that oxytocin should be used only when 
the uterus is hypotonic. Danforth ® uses oxytocin only if 
the cervix is dilated 5 cm., the head is fully engaged with- 
out evidence of disproportion, there has been no progress 
for eight hours, and the uterus can easily be indented at 
the height of a contraction. I believe that good and safe 
obstetrics can be practiced without use of the drug. In- 
coordinate uterine activity may at times be changed to 
more normal patterns by reduction or suppression of the 
influence of the nervous system, whether by spinal anes- 
thesia, hypnotism, or sedation, as shown in the tracings 
of Caldeyro Barcia and Alvarez *° and Reynolds." Epi- 
nephrine causes inhibition and incoordination of uterine 
activity during labor. 


Another factor in uterine inertia that has received 
much less interest than the so-called cervical dystocia is 
the improper apposition of the presenting part to the cer- 
vix with resulting poor contractions. DeLee taught that 
this was often a factor. I quote Reynolds ** as follows: 
“I would be derelict if I did not speak of one case of 
uterine inertia in a grand multipara. The patient made 
little progress for over 50 hours. The tokodynamometer 
record showed that she had perfectly normal gradient 
and coordinate uterine action. It was not until a cesarean 
Operation was done that it was found that there was a 
large baby in breech position, and with every uterine con- 
traction the baby was pushed to one side of the cervical 
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orifice. There was, in short, faulty apposition of the baby 
to the cervix and no normal pattern of uterine contraction 
could correct it.” 

Constriction Ring Dystocia.—Constriction rings are 
responsible for a few instances of prolonged labor. If the 
pelvis is known to be adequate but the presenting part 
stays high and there is no descent during a uterine con- 
traction, one thinks of the possibility of constriction ring. 
As pointed out by Greenhill, the baby’s head is loose in 
the pelvic cavity both during and between uterine con- 
tractions, and the portion of the uterus between the ex- 
ternal os and the ring is lax during uterine contractions; 
a hand can easily be passed upward into the uterine cavity 
to palpate the ring. When present, the ring will often 
relax after sedation, and the labor will proceed normally. 
If the ring will not relax when present in the first stage 
of labor, cesarean section is necessary. If the ring devel- 
ops during the second stage, deep anesthesia may relax 
it so that delivery from below is possible. Any attempt 
to deliver from below in the presence of a constriction 
ring is unwarranted. In all probability, some sections have 
been done under the indication of cephalopelvic dispro- 
portion when the patients have actually had constriction 
ring dystocia. 


TERMINATION OF PROLONGED LABOR 

A group of 100 patients with labor of 24 hours or 
longer, picked as a typical cross section of patients whom 
I have cared for in private practice, showed the following 
terminations: spontaneous 14; low forceps 61, with one 
preceded by manual rotation; midforceps 20 (5 preceded 
by manual rotation, one key-in-lock maneuver, and one 
occiput posterior that rotated spontaneously very rapidly 
after about 36 hours of labor); and cesarean sections 7. 
There was no maternal mortality; one premature baby 
of 7 months died neonatally. As there were two sets of 
twins, the number of babies was 102. Of the cesarean 
sections, one was done for constriction ring dystocia and 
six for disproportion and inertia. Dihrssen’s incisions 
were performed on one patient who was delivered by low 
forceps. The patients consisted of 92 primiparas, 6 secun- 
diparas, 1] tertipara, and 1 sextipara. 


COMMENT 

Differentiation between false labor, prodromal labor, 
and prolonged labor is essential for proper treatment. 
The first two conditions usually require sedation, rest, 
and reassurance. In prolonged labor all patients, regard- 
less of the cause, must be fortified by fluids given by 
mouth and intravenously in the form of a solution of 
dextrose in distilled water. Penicillin should be adminis- 
tered every 12 hours in doses of 400,000 units. These 
patients must have enough sedation so that periods of 
rest are maintained. Distention of bladder and bowel 





8. Hellman, L. M.: Pituitary Extract in Uterine Inertia, Am. J. Obst. 
& Gynec. (supp.) 61A: 52-56 (June) 1951. 

9. Danforth, D. N.: Conduct of Abnormal Labor, S. Clin. North 
America 33:125-140 (Feb.) 1953. 

10. Caldeyro Barcia, R., and Alvarez, J., in discussion on Bell, G. H., 
and Nixon, W. C. W.: Abnormal Uterine Action in Labour, J. Obst. & 
Gynaec. Brit. Emp. 59: 646-656 (Oct.) 1952. 

11. Reynolds, S. R. M.: Physiological Bases of Gynecology and Ob- 
stetrics, American Lecture Series Monograph 128, Springfield, Ill., Charles 
C Thomas, Publisher, 1952; p. 35. 
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must be guarded against. No solid food should be given 
on account of danger of aspiration pneumonia. The num- 
ber of rectal examinations should be minimal; after 18 
hours, reevaluation of the pelvis should be done if neces- 
sary, a sterile vaginal examination made, and a decision 
rendered as to whether there is cephalopelvic dispropor- 
tion. If this condition is not present, time will often settle 
the problem. If contractions are cf poor quality, the pa- 
tient is resting and sleeping at intervals, and the baby is 
in good condition, there is no immedate need for inter- 
ference. Diihrssen’s incisions are rarely indicated and 
manual dilation of the cervix, never. Good, safe obstet- 
rics may be practiced without augmenting labor by oxy- 
tocin drip; if it is used, every precaution must be taken, 
as it is a very dangerous drug. Periods of rest will usually 
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bring about more normal contractions than the injection 
of posterior pituitary, and a decreased incidence of 
cesarean section will not compensate for increased inci- 
dence of uterine rupture due to augmented labor. I have 
not employed scalp traction. In case of constriction ring 
dystocia in the first stage of labor, sedation is indicated 
to relax the ring; if unsuccessful, low cervical cesarean 
section should be done. Postpartum hemorrhage must 
be guarded against in the third stage and early puer- 
perium, and blood should be immediately available. 
Good obstetric judgment and evaluation of all factors 
involved, with the judicious use of sedation, are still the 
most essential ingredients in the successful management 
of prolonged labor. 


314 Hume Mansur Bldg. (4). 





EVALUATION OF CANCER PREVENTION-DETECTION CENTERS 


Theodore Rosenthal, M.D. 


Abraham Oppenheim, M.D., New York 


The experiences of the New York City Department of 
Health in the five years during which it has operated sev- 
eral cancer prevention-detection clinics constitute the 
basis for this presentation; in addition, information from 
other divisions of the health department has been utilized. 
This paper presents the findings of 5,687 initial examina- 
tions at three cancer prevention-detection centers, cov- 
ering the period from September, 1947, to April, 1953. 

It is extremely difficult to evaluate the cancer problem 
in New York City with its heterogeneous population. 
While cancer is not reportable in New York City, it is 
reportable in New York state outside of New York City. 
On the basis of the age and sex specific incidence rates 
published by the Bureau of Cancer Control of the New 
York State Department of Health, it is estimated that be- 
tween 20,000 and 25,000 cases of cancer are newly diag- 
nosed annually in the city. In 1952, 15,433 deaths from 
cancer occurred in the city among its residents. By ap- 
plying Dorn’s method * of grossly estimating the prev- 
alence, we obtain a gross estimate of 54,000 cases of 
cancer in the city in 1952. 


CANCER PREVENTION-DETECTION CENTERS 


The first cancer prevention-detection center operated 
by the health department was opened in September, 1947, 
as a cooperative project of the Department of Public 
Health and Preventive Medicine of Cornell Medical Col- 
lege and the New York City Department of Health. Day, 
Rigney, and Beck reported on the first 2,111 examina- 
tions at this clinic recently. Responsibility for operation 
of the center was assumed by the department of health 
in 1948, and two additional centers were opened in 1951. 





From the New York City Department of Health. 

Mr. Louis Pincus, senior statistician, New York City Department of 
Health, aided in supervising collection and analysis of the data. 

1. Dorn, H. F.: Illness from Cancer in United States, Pub. Health Rep. 
59: 33-48 (Jan. 14) 1944; 59: 65-77 (Jan. 21) 1944; 59: 97-115 (Jan. 28) 
1944, 

2. Day, E.; Rigney, T. G., and Beck, D. F.: Cancer Detection: Analy- 
sis of Evaluation of 2,111 Examinations, Am. J. Hyg. 57: 344-365 (May) 
1953. 


After the first six months of operation, admissions were 
restricted to women 30 years of age and over and men 
35 years and over, who had no symptoms suggestive of 
cancer. 

Annual examination of persons admitted in pre- 
vious years limits the number of possible new admissions. 
The number of examinations per clinic sessions has been 
increased by more than 50% with the streamlining of 
clinic procedures. Simplified forms have been devised to 
allow completion of history and physical examination in 
the most expeditious manner. 

Characteristics of the Examinees.—The background 
and characteristics of the examinees show that the group 
is not typically representative of the city’s population in 
the same age and sex categories. There were 2,351,000 
women, 30 years of age and over, and 1,870,000 men, 
35 years of age and over, reported in the 1950 census 
enumeration for the city. There was a greater preponder- 
ance of women among the examinees than in this com- 
parable census group: 70% versus 56%. The median 
ages for both sexes were lower among the examinees than 
in the comparable census group. Of all women examined, 
80% were under 55 years of age compared with 68% 
under 55 in the comparable census group. Of all men ex- 
amined, 74% were under 55 years of age compared with 
63% under 55 in the comparable census group. Less 
than 3% of the examinees were nonwhite compared with 
8.5% in the comparable census group. Of the women 
examined, 84% were married and 6% single. Of the 
males examined 91% were married with 7% single. By 
religious preference the examinees were reported as 77% 
Jewish, 11% Roman Catholic, 7% Protestant, and 5% 
other and not stated, a distribution that was obviously 
significantly different from the general population. About 
34% of the men and 38% of the women gave a family 
history that was positive for cancer, an indication of 
some self-selection within the group. Despite the screen- 
ing for symptom-free applicants, clinic physicians re- 
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ported instances of symptoms revealed during the phys- 
ical examination. Roughly estimated, a little less than 
5% of the examinees revealed such symptoms after 
screening. Because of these restrictions no attempt is 
made to draw any positive conclusions about the gen- 
eral population from the findings among the group ex- 
amined. 

Resuits of Examinations—The clinical findings are 
based on the first complete examination on admission 
to the service and apply only to the group under discus- 
sion. The figure shows the percentage by age group of 
examinees who were recorded as having no evidence 
of disease. Thirty per cent of all the men in the group and 
16% of all the women in the group were so reported. As 
would be expected, the percentage of examinees free of 


TABLE 1.—Percentage of Persons with Specific Diagnoses of Non-Neoplastic Disease on First Complete Examination 
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Cancer of the Lung.—Routine x-ray surveys of the 
chest are at present the best means of detecting intra- 
thoracic cancer in the earliest stages. A large portion of 
the population can be reached in a short time by the 
x-ray survey method. For the past 20 years the Bureau 
of Tuberculosis of the New York City Department of 
Health has been recalling for further diagnosis all per- 
sons who on survey roentgenograms were suspected of 
having significant chest abnormalities. 

An analysis of chest roentgenograms of about 228,000 
persons surveyed by the Bureau of Tuberculosis during 
the period Jan. 1, 1949, to Dec. 13, 1950,° revealed 184 
persons whose roentgenograms were suggestive of neo- 
plastic disease of the chest. Follow-up resulted in 30 diag- 
noses of proved primary malignant neoplasms, 27 of 





Percentage of Persons with Given Types of Diagnoses t 
A 











an nn 
Men Women 
* * — A ‘to. em ———— a 
Type of Non-neoplastic Disease Total Under 65 and Total Under 65 and 


or Disorder * Men 35 35-44 45-54 55-64 Over Women 35 35-44 45-54 55-64 Over 
Allergic, endocrine, metabolic, and nutritional 

GISCRSED ccccevecccccccecvcccccceeeccosscesovccesee 8 3 6.8 11.2 8.6 2.9 12.8 11.1 9.7 15.9 16 16.5 
Diseases Of nervous system and sense organs..... 8 7.1 6.9 7.7 10.8 13 68 3.2 54 7.6 10.1 16.5 
DSCUON IE 6b i cninn cto denndinsiseeyencsswese 14.4 9.1 5.4 15.7 34.7 34.8 16.8 6.5 6.5 21.1 37.2 52.7 
Tac Re We He i edatccacvnsscsesesetccucst 8.5 1 6.2 6.6 15.7 30.4 10.3 6.5 6.6 114 17.5 28.9 
Diseases Of respiratory system............+..++++0+ 10.1 8.1 8.8 11.6 10.8 14.5 6.5 5.3 6.9 71 5.8 5.8 
Oral and dental diseases and conditions, total... 5.5 3 4.8 6.2 6 8.7 2.2 1 1.8 2.7 2.9 5.8 
PHOS» aids vecssncpsodsvekcen 66600000048 2.9 1 2.7 2.7 3.4 5.8 0.5 0.7 04 0.4 0.3 1.7 
Nonprecancerous, requiring care............... 2.3 2 2 2.7 2.2 2.9 1.6 0.3 11 2.2 2.4 3.3 
Nonprecancerous, not requiring cure........... 0.4 oe 0.1 0.8 0.4 0.2 0.3 0.1 0.5 1.7 
Diseases Of gastrointestinal system............... 19.7 10.1 19.1 25.4 21.7 23.7 18.4 21.2 27.3 27.2 30.6 
Diseases Of male genital-urinary organs, total.... 10.4 4 4.1 10.6 25.7 29 sient ie ee sees sidan sone 
Diseases Of breast......cceseees Sorccccccoccccoocecs 0.3 ote 0.7 9 10.7 11.4 8.5 3.2 41 
POURED hb bete nen s0d50snek sbi isdedecinth sacs osés . 58 6.3 78 6.1 2.2 1.7 
Nonprecancerous, requiring care............... 0.2 —_ 0.5 1.3 14 1.5 1.6 04 08 
Nonprecancerous, not requiring care........... 01 tin 0.1 1.9 3.1 2.1 1.9 0.6 1.7 
Diseases of female genital-urinary organs, total.. 45.6 48.6 49.6 42.3 40.1 41.3 
PHOOMMGROGEE: nadeedscestcrccsescscedccesecsccccs 49 6 6.2 3.9 3 2.5 
Nonprecancerous, requiring care............... 29.5 35.2 33.8 25.4 22.1 24.8 
Nonprecancerous, not requiring care........... 12.6 9 10.8 14.2 16.8 14.9 
Diseases of skin and lymphaties, total............ 8.7 6.1 10.6 7.5 78 4.3 7.6 7.1 7.5 71 9 10.7 
PORN 0s cen tstsce dean shses cesieesocdcs 0.5 ow 0.4 0.6 0.7 ose 0.1 ote =e ses 0.3 2.5 
Nonprecancerous, requiring care............... 3.9 on 44 3.7 4.1 2.9 4.6 3.2 4.5 4.9 59 3.3 

Nonprecancerous, not requiring care........... 44 5.1 5.8 3.1 3 2.9 2.9 3.9 3 2.1 2.7 5 

Diseases Of musculoskeletal system, structural 

ONd comgemstal Gesects...ccccccccccccccccccccccce 10.3 4 6.9 11.8 13.4 33.3 78 4.1 44 7.1 17.5 26.4 

Wanbher OE a cebibidsinstvnccsescadeteses 1,683 99 764 483 268 69 4,004 588 1,540 1,128 624 121 





* Only the major types of diagnoses are listed. No unduplicated count of persons with “‘all other’”’ types of non-neoplastic diseases was available. 


+ No person is counted more than once in each rubric regardless of the number of diagnoses found. 
} Including three persons of unknown age not included in age subdivisions shown. 


disease decreased with increasing age for both sexes. The 
percentage for women was consistently lower than that 
for men at all age levels. 

Table 1 shows the percentage of examinees with spe- 
cific diagnoses of non-neoplastic diseases according to 
sex and age; table 2 shows the number of diagnoses of 
primary cancerous lesions by site and sex. Diagnoses 
were grouped into major categories as follows: (1) can- 
cer; (2) precancerous conditions, neoplasms and non- 
neoplastic lesions; (3) nonprecancerous benign neo- 
plasms; and (4) conditions not related to tumors, 
requiring care and not requiring care. A total of 58 proved 
primary cancers were diagnosed in 57 persons, about 
1% of all examinees. The data do not include eight pri- 
mary-cancerous lesions that were reported on annual 
examinations subsequent to the first complete examina- 
tion on admission. 


which had been previously unrecognized. There were- 
20 additional cases of metastases from extrathoracic can- 
cers. The numbers might well have been larger except 
for 58 cases classified as undetermined because of poor 
cooperation by the patients. In 60 cases, the suggestive 
roentgen findings were due to nonmalignant conditions. 


Precancerous Lesions.—“The bulk of present evi- 
dence for the existence of precancerous lesions is based 
largely on histological and clinical impression types of 
data. The name precancerous lesion implies that the per- 
son having it is subject to a high risk of developing a can- 
cer at its site.” * Cancer prevention-detection clinics have 





3. Bondi, G., and Leites, V.: Malignant Neoplastic Disease Discovered 
in Chest X-Ray Surveys, New England J. Med. 247: 506-512 (Oct. 2) 
1952. 

4. Gilliam, A. G.: Opportunities for Application of Epidemiologic 
Method to Study of Cancer, Am. J. Pub. Health 43: 1247-1257 (Oct.) 
1953. 
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an opportunity to contribute to the prevention of cancer 
of the thyroid and of the colon and rectum by detecting 
such acknowledged precancerous lesions as adenomas of 
the thyroid and the colon and the rectum. At this time 
it is not a statistical certainty as to how many such aden- 
omas will eventually become malignant; however, since 
the possibility exists, the early detection and recognition 
of adenomas of these areas offer a real opportunity in the 
field of prevention. 
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Percentage of persons with no evidence of disease on first examination, 
by age and sex. 


On proctosigmoidoscopic examination we found that 
7.6% of the men and 6.5% of the women had polyps of 
the colon and the rectum. In a further study of 114 cases, 
8 were subsequently proved to be adenocarcinoma in 
the original polyp or malignant polyps were discovered 
in the colon after routine barium enemas. Morton,° in a 
series of 1,200 consecutive proctoscopic studies of pa- 
tients, not all of whom were asymptomatic, found that 
10.4% had adenomas of the colon and rectum. He 
quoted the findings of Jackman and Mayo, who in 1,000 
consecutive proctoscopic studies in persons who were 
apparently symptom-free found that 12% had one or 
more rectal adenomas. Of a series of 18 cases of ade- 
noma of the thyroid, 2 cases proved to be carcinoma. 


Mass Screening for Cervical Cancer.—From the public 
health standpoint, the primary function of the cancer pre- 
vention-detection clinic is control, with the use of all dis- 
ciplines including clinical examinations and research. 
A marked advance in cancer control is the breast self- 
examination program; it is established that 95% of all 
lumps in the female breast are discovered by the patient 
herself. 

In considering the problem of cancer of the cervix, it 
is recognized that, if carcinoma in situ could be detected 
in as many women as possible, the development of can- 
cer would be prevented. It is difficult and inconvenient to 
have women report to either their physicians or to clinics 
for repeated routine vaginal smears. In an effort to paral- 
lel the breast self-examination program, a method by 
which the patient herself could obtain vaginal secretions 





5. Morton, P. C.: Adenomas of Colon and Rectum: Diagnosis and 
Treatment in Relation to Cancer Prevention, Ann. Surg. 138: 92-98 
Guly) 1953. 

6. Mrs. Margaret C. Moden, assistant bacteriologist at the East Harlem 
Cancer Prevention-Detection Center, suggested this procedure. 
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was developed.* This procedure involves the use by the 
patient at home of an applicator or aspirator to secure 
vaginal secretions that are then placed on a microscopic 
slide and fixed. The slides are sent to the laboratory, 
where stains are made by the Papanicolaou technique and 
then examined by competent pathologists. Although re- 
cently introduced, it has been clearly established that this 
method is a practical screening procedure and can be 
performed by women of all intellectual levels: The smears 
have proved to be as satisfactory as those secured by phy- 
sicians in the usual way. 


COMMENT 


The rationale: of these cancer prevention-detection 
clinics.is one that is still open to question and discussion. 
The typical or classical cancer prevention-detection cen- 
ter accepts symptom-free persons for examination. A vital 
feature of the service is then the annual reexamination of 
the original examinees. Thus it is obvious that within a 
short time any given cancer prevention-detection center 
becomes a “closed facility,” since the task of reexamining 
old patients ultimately forces the cessation of new admis- 
sions to the service. In the final analysis, we then have 
the spectacle of a tiny fraction of the population given 
both initial examinations as well as annual reexamina- 
tions. From the public health standpoint, this type of 
operation is very seriously open to question. 

In this. connection the interest of the private practi- 
tioner in making periodic complete physical examina- 
tions on asymptomatic patients is essential. We must 
apply the slogan “Every doctor’s office a cancer detec- 
tion center” if we are to lower cancer mortality. It is 


TABLE 2.—Number of Primary Cancerous Lesions Diagnosed 
on First Complete Examination* 


Site Total Men Women 

Colon and rectum..........ccse 15 7 g 
SE istécesacenednsae 10 1 9 
a ee ene 9 we 9 
in ccdcobsaccvectevidectibins 7 4 3 
0 8 ee eee 7 3 4 
ad as a006 seek edeewenconts 5 2 3 
ii dni gu cee aepmenes 1 ia 1 
ee ee 1 1 = 
tes hice s veldnes ta sales oot 1 é 1 
MIs 5 one ouwieent Ge av ebdee 1 1 
NS iste wc scudin pues miee wth 1 1 

Total diagnoses............. 58 18 40 

WO. OF PUING i hscisee sn cces 5,687 1,683 4,004 

OIE soc ccnccciccos 1 11 1 





* Does not include eight cancers reported on annual examination sur- 
sequent to first complete examination: three in genital organs, three fn 
breast, one in colon, one in skin. 

¢ Oral cavity includes the lip. 


encouraging to note that more and more communities 
are beginning to furnish an exfoliative cytology service 
to physicians as part of their public health cancer control 
programs. We are of the opinion that the service feature 
of cancer prevention-detection centers, conducted by 
public health agencies is and should be minor and rele- 
gated to a secondary position to the broad public health 
control phases which should include: (1) research into 
more direct methods of cancer detection; (2) training of 
medical practitioners, i. e., not trained as specialists but 
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trained to perform complete and adequate physical ex- 
aminations of the type that the well-trained general prac- 
titioner should be able to do; (3) teaching of undergradu- 
ate medical students so that at this formative period of 
their professional careers true cancer awareness may be 
aroused; (4) development of improved public health 
control methods, such as mass screening procedures; 
(5) improved health education; and (6) accumulation 
of statistical data. 


SUMMARY AND CONCLUSIONS 


Cancer was studied in 5,687 asymptomatic persons ex- 
amined in the cancer prevention-detection clinics of the 
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New York City Department of Health, and a tabulation 
of cancer and precancerous lesions discovered was made. 
At the clinics abbreviated forms for recording history 
and physical findings were devised to facilitate mass ex- 
aminations. A new method of screening for cancer of 
the cervix that offers the possibility of wide application 
in public health control was introduced. 

Public health operation of cancer prevention-detec- 
tion clinics can serve only a small fraction of the popula- 
tion because annual reexamination of patients lowers the 
number of new admissions to the service. Thus the private 
practitioner’s part in cancer detection is paramount. 


125 Worth St. (Dr. Rosenthal). 





PHRENIC STIMULATION IN 


THE TREATMENT OF ACUTE 


BULBAR POLIOMYELITIS 


John C. Macaulay, M.D., Albany, N. Y. 


Five years ago Sarnoff and co-workers demonstrated 
in experiments with animals that electrical stimulation 
of one phrenic nerve could maintain adequate pulmonary 
ventilation for long periods of time in the absence of 
spontaneous respiration.' This method of respiration was 
termed electrophrenic respiration. Adequate bilateral 
pulmonary ventilation was later shown to be maintained 
when but one phrenic nerve is stimulated.* The series of 
events that leads to artificial respiration is as follows. 
The stimulated phrenic nerve sends impulses to the cor- 
responding portion of the diaphragm, causing it to con- 
tract and descend; the mediastinum shifts toward the 
stimulated side in response to the created negative intra- 
pleural pressure; the contralateral lung is then expanded 
almost to the same degree as the lung on the stimulated 
side. This phenomenon may be clinically applied by the 
use of an electrically operated stimulator called the elec- 
trophrenic respirator, which is a portable electronic de- 
vice capable of sending out intermittent electrical current. 
The electrode from the stimulator is placed on the skin 
over the motor point of the phrenic nerve in the neck or 
surgically applied directly on the nerve.* By regulating 
the cycle rate and the voltage, the operator can com- 
pletely control the rate and depth of respiration, since 
the respiratory center is suppressed by reflex during stim- 
ulation of the phrenic nerve.* In 1950 Sarnoff and co- 
workers described the use of this respirator in the treat- 
ment of acute bulbar poliomyelitis.» The purpose of this 
paper is to reemphasize its advantages in the treatment 
of this disease and to enumerate the indications for its 
use. 

After seeing the phrenic stimulator demonstrated at a 
course sponsored by the National Foundation for Infan- 
tile Paralysis, I found that such a device had been avail- 
able at this hospital for the past two years but had not 
been used because some physicians felt that it had no real 
value in the treatment of poliomyelitis. I feel that this 
opinion may prevail elsewhere and that the value of elec- 
trophrenic stimulation has not received the recognition it 
deserves. The use of the electrophrenic respirator is illus- 
trated in the following two cases. 


REPORT OF CASES 


Case 1.—A 5-year-old white boy was admitted to the pediatric 
service of Albany Hospital on Sept. 16, 1953, with the chief 
complaint of facial weakness of one day’s duration. The day 
before admission a stiff neck and facial paralysis on the right 
had developed. Throughout that night the grandmother remained 
with the patient because of his abnormal breathing and his 
extreme restlessness. When respiratory movements were not 
noted, she would shake the patient and remind him to breathe. 
As long as he received these reminders, he breathed regularly 
and appeared less restless. He was admitted to the hospital the 
following day with a temperature of 100 F, a pulse rate of 88 
per minute, and apparently normal respirations at a rate of 
22 per minute. On physical examination marked nuchal rigidity 
and facial weakness on the right were noted. There was slight 
weakness of the hypoglossus, trapezius, and sternocleidomastoid 
muscles on the right. There was no evidence of spinal motor 
neuron involvement. Analysis of the spinal fluid revealed 72 
cells per cubic millimeter, consisting of 46 polymorphonuclears 
and 26 lymphocytes. The spinal fluid protein level was 41 mg. 
per 100 ml.; sugar, 74 mg. per 100 ml.; and chloride, 124 mEq. 
per liter. As continuous suctioning of the pharynx was not 
adequate to remove secretions that the patient could not 
swallow, a tracheotomy was performed. Six hours after admis- 
sion it was noted that the respirations had become definitely 
abnormal. Periods of very shallow, inadequate diaphragmatic 
respirations were interspersed with disorganized respiratory 
efforts. The patient became increasingly restless and lethargic; 
he soon became disoriented and had hallucinations. Since the 
patient showed the symptoms of the hypoventilation syndrome, 
namely inadequate, shallow respirations alternating with periods 
of adequate respirations and accompanied by restlessness and 
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disorientation, strong verbal commands to breathe were issued 
to the patient. As long as these verbal commands were given, 
the patient would breathe regularly and adequately; however, 
this routine was tiring, and it was obvious that further respiratory 
aid was necessary. 

Electrophrenic respiration was started by stimulating the 
motor point of the phrenic nerve through the skin. After two 
hours of stimulation it was apparent that prolonged stimulation 
would be necessary, and surgical implantation of the electrode 
on the left phrenic nerve was performed. The stimulation was 
continued throughout the night. The patient became alert and 
indicated the optimum depth and length of inspiration that he 
desired from the respirator. He slept most of the night. Peri- 
odically during the night the respirator was turned off for 
intervals so that the patient’s spontaneous respirations could be 
observed. During these intervals the spontaneous respirations 
were shallow and apparently inadequate, and the patient’s rest- 
lessness returned. Seventeen hours after therapy with the electro- 
phrenic respirator was started, it was discontinued for a period 
of four hours. During this period the patient continued to be 
alert and to breathe regularly, using both diaphragmatic and 
intercostal muscles. At the end of four hours the irregular 
respirations and restlessness gradually returned. Therapy with 
the respirator was reinstituted and continued for another 11 
hours. The patient was then given another eight hour trial with- 
out the respirator, during which he was very alert. At the end 
of this period, despite what appeared to be adequate respirations, 
the patient asked that the stimulation be resumed. Respirator 
therapy was continued for three hours and then discontinued for 
six hours before the patient again asked for stimulation. This 
time the respirator was used for only two and one-half hours; 
it was not requested again by the patient, and there was no 
clinical indication that it was needed further. Five days later 
the phrenic electrode was removed. The patient was discharged 
three weeks later with only a residual facial weakness on the 
right. 

Case 2.—A 3-year-old white boy was admitted to the pediatric 
service of the Albany Hospital on Sept. 26, 1953, with a chief 
complaint of inability to use the left arm. Four days before 
admission a fever and malaise had developed. The day before 
admission the patient was anorectic, and the mother noted that 
he was having difficulty moving the left arm. About a month 
before the onset of the symptoms, he had been vaccinated in 
the left arm. On admission the patient had a temperature of 
101 F, a respiratory rate of 30 per minute, and a pulse rate of 
120 per minute. The neck and back were rigid, and there was 
a marked degree of flaccid paralysis of the left upper arm, 
principally due to involvement of the deltoid and biceps. The 
intercostal muscles and diaphragm were moving synchronously. 
‘There was facial weakness on the right. Analysis of the spinal 
fluid revealed a total cell count of 45 per cubic millimeter, with 
36 polymorphonuclears and 9 lymphocytes; a protein level of 
39 mg. per 100 ml.; chloride, 123 mEq. per liter; and sugar, 68 
mg. per 100 ml. Four hours after admission the pulse rate had 
risen from 120 to 160 per minute and the respiratory rate had 
increased to 50 per minute. The respiratory efforts were very 
shallow and were solely diaphragmatic. There was no irregularity 
in rhythm of the respirations. The patient was extremely 
\lethargic. When he was aroused by shaking, he would ventilate 
adequately and use both intercostal and diaphragmatic mus- 
culature; however, he would not respond to verbal commands 
to breathe. Therapy with the electrophrenic respirator was 
instituted by stimulating the phrenic nerve through the skin. 
Surgical implantation of the electrode on the nerve was not 
considered necessary in this case. The patient responded well 
to the therapy. He became alert and showed a drop in pulse 
rate from 170 to 120 per minute in one hour. His restlessness 
disappeared, and he slept well. After 11 hours of stimulation he 
awoke, sat up, and asked for water, which he took with ease. 
Use of the respirator was discontinued; his vital signs remained 
stable. Clinically there was no further need for the respirator, 
and the rest of the patient’s treatment during hospitalization 





6. (a) Sarnoff, S. J.; Whittenberger, J. L., and Affeldt, J. E.: Hypo- 
ventilation Syndrome in Bulbar Poliomyelitis, J. A.M. A. 147: 30-34 
(Sept. 1) 1951. (5) LoPresti, J. M., and Doyle, J. A.: Hypoventilation 
Syndrome, Clin. Proc. Child. Hosp. Wash. 9: 61-65 (March) 1953. 
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consisted of rehabilitative physical therapy. The patient was 
discharged on Oct. 21, 1953, to the orthopedic rehabilitation 
center for physiotherapy to his paralyzed left arm. 


TYPES OF RESPIRATORY EMBARRASSMENT 

Respiratory embarrassment in poliomyelitis falls into 
two main categories: (1) paralysis or weakness of the 
muscles of respiration, which may occur with high spinal 
involvement, and (2) respiratory center involvement, 
which consists of three types: (a) partial loss of central 
control of respiration with irregular respirations, some- 
times called respiratory fibrillation, (b) decrease in the 
sensitivity of the respiratory center to arterial carbon di- 
oxide levels resulting in hypoventilation, and (c) involve- 
ment resulting in hyperventilation. Types a and b com- 
monly occur in acute bulbar poliomyelitis, and type c 
may be seen in any poliomyelitis patient. In considering 
the treatment of respiratory difficulty, the physician must 
be able to identify what type is present. 

In.the first category the muscles of respiration are 
weakened or paralyzed. Because the motor neurons 
innervating the muscles of respiration are unable to re- 
spond to respiratory center stimulation, poor ventilation 
occurs. A patient with relatively mild involvement may 
be able to maintain adequate arterial blood oxygenation 
by increasing his respiratory rate; however, when respir- 
atory movements become more shallow and inefficient, 
carbon dioxide accumulates and a low arterial oxygen 
level develops. This category may be recognized by ob- 
serving the patient’s respiratory efforts and by testing the 
relative strength of the respiratory muscles. The efforts 
will be rhythmic, although rapid and shallow. The weak- 
ness of the intercostal muscles may be tested by instruct- 
ing the patient to take a deep breath while manual 
pressure is maintained against the thorax. At the same 
time, the relative diaphragmatic strength may be deter- 
mined by observing the protrusion of the upper portion 
of the abdomen in inspiration. Diaphragmatic action 
may also be elicited by having the patient sniff or whistle. 
The examiner may instruct the patient to hold his breath 
and time the interval for which he is able to do this. 
The normal child can hold his breath for at least 15 sec- 
onds; these patients cannot. In case of doubt, the pa- 
tient’s respiratory movements may be observed under a 
fluoroscope. It will be noted that the excursion of the 
diaphragm is markedly reduced, but the rhythm with 
each respiration remains normal. Patients who have 
weakness or paralysis of the deltoid should be watched 
closely for the development of diaphragmatic paralysis. 
The treatment of choice in this group is the tank-type res- 
pirator. The respirator will be able to take over the re- 
spiratory rhythm without competition from patient’s 
respiratory musculature. 


In the second category poor ventilation is due to dam- 
age of the neurons of the respiratory center in the me- 
dulla. This group is further divided into subtypes. In 
type a, damage by the disease results in totally irregular 
respiratory rhythm. Each respiratory effort is totally dif- 
ferent from the next in depth. Two good descriptive terms 
for this action are respiratory fibrillation and chaotic res- 
piration. This type may be recognized by the irregular 
movements. Close observation will show that the dia- 
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phragm and intercostal muscles do not consistently work 
synchronously. The diagnosis of this type is aided by the 
observation of hypertension followed by hypotension and 
of cardiac irregularities due to involvement of the vaso- 
motor center that lies adjacent to the respiratory center 
in the medulla. The use of the tank-type respirator for 
such a patient is contraindicated. When he is placed in 
such a respirator, his irregular respiratory efforts com- 
pete with the machine and thus contribute to exhaustion. 
As would be expected, the gaseous exchange at the lungs 
is further impeded. On the other hand, when the electro- 
phrenic respirator is used, the irregular respirations are 
abolished and are replaced by the regular rhythm of the 
machine. Improvement of gaseous exchange will then 
occur. 

In type b, hypoventilation is caused by damage to the 
respiratory center that makes it less sensitive to the car- 
bon dioxide content of the plasma. Normally, the respir- 
atory center is stimulated to initiate and direct respira- 
tory efforts by an increased level of carbon dioxide. 
When the respiratory center becomes less sensitive to car- 
bon dioxide levels, respiration becomes less effective and 
carbon dioxide accumulates; as higher levels occur, the 
carbon dioxide acts as a toxic agent, causing narcosis of 
the center. It is then the carotid and aortic bodies that 
direct respiratory efforts by responding to lowered levels 
of arterial oxygen. If such a patient is given oxygen, the 
hypoventilation may increase, since the stimulus to the 
carotid and aortic bodies is thereby removed.* This 
phenomenon is called the hypoventilation syndrome. The 
condition may be recognized by observing the patient’s 
respiratory efforts and general status. Respiration is 
shallow with or without being irregular. Periods of hypo- 
ventilation may alternate with periods of what appears 
to be adequate respiration. This alternation of adequate 
and inadequate ventilation is not regular, as in Cheyne- 
Stokes respiration.” One should suspect hypoventilation 
when the patient shows increasing drowsiness, restless- 
ness, lethargy, and disorientation. These symptoms may 
erroneously be diagnosed as polioencephalitis. Since the 
patient has complete control of his muscles of respiration, 
he is able to take deep breaths if aroused or told to do so. 
If continuously reminded to breathe deeply, he is able 
to maintain adequate ventilation. However, this tech- 
nique is usually ineffective for prolonged periods because 
the patient is exhausted by this concentrated effort and 
obviously must remain awake. 

The electrophrenic respirator is definitely indicated in 
this type of bulbar poliomyelitis. LoPresti and Doyle 
have observed that institution of adequate respiration 
with this respirator for brief periods restores the sensi- 
tivity of the respiratory center and dramatically relieves 
the patient from his ebbing state.*” 


In type c, hyperventilation may occur as a result of 
early respiratory center involvement. It has been observed 
that poliomyelitis patients hyperventilate early in the dis- 
ease; it has been demonstrated by Dickinson, Wilson, and 
Graham that early in poliomyelitis patients consistently 
show respiratory alkalosis.’ Although this has been 
ascribed to emotional reactions and hysteria due to fear 
of poliomyelitis, I have observed hyperventilation in 
young children who obviously do not realize the impli- 
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cation of poliomyelitis and appear otherwise undisturbed 
in the hospital situation. It is my impression that in many 
of these patients the disease may cause an irritation of 
the respiratory center with insufficient inflammatory or 
destructive reaction to remove its function. In other 
words, a stimulation and not a destruction exists, not 
unlike that seen in salicylate poisoning. This hyperventi- 
lation occurs before respiratory aid is necessary. 


COMMENT 


The mortality rate is highest in the bulbar form of 
poliomyelitis; yet, even desperately ill patients, if they 
can be kept alive through the crucial period of central 
involvement (24-48 hours), show little or no residual 
effect of their disease. It is apparent, therefore, that judi- 
cious management will not only result in saving the pa- 
tient’s life but also leave him in much better condition 
than a patient with a correspondingly severe case of the 
spinal form of poliomyelitis. The electrophrenic respira- 
tor appears to be a most useful adjuvant for this purpose. 
The respirator is a simple device to use if one will take 
time to become familiar with it. A novice may become 
proficient in locating the motor point of the phrenic nerve 
by practice on volunteer subjects. 


SUMMARY 


Stimulation of the phrenic nerve with an electrophrenic 
respirator is a valuable technique in treating certain types 
of respiratory embarrassment. Two cases of respiratory 
center involvement in acute bulbar poliomyelitis are pre- 
sented that illustrate the use of the electrophrenic respi- 
rator. Several types of respiratory embarrassment are 
classified and their indications and treatment outlined. 

7. Dickinson, D. G.; Wilson, J. L., and Graham, B. D.: Studies in 
Respiratory Insufficiency: I. Carbon Dioxide and Oxygen Studies in Early 


Respiratory Paralysis in Poliomyelitis, A.M.A. Am. J. Dis. Child. 
$6: 265-272 (Sept.) 1953. 





Postgastrectomy Syndromes.—The symptoms most frequently 
encountered after gastrectomy are those of dumping, bilious 
regurgitation, abdominal colic, asthenia and inability to eat a 
large enough quantity of food to maintain body weight. Other 
nutritional disturbances may occasionally result from deficient 
absorption of specific minerals and vitamins, notably iron and 
vitamin B, and, rarely, a patient may develop macrocytic anemia 
owing to insufficiency of intrinsic hemopoietic factor. . . . It 
must be borne in mind that not all postprandial symptoms com- 
plained of by patients who have had gastrectomies are sequelae 
to their operations or recurrences of their peptic ulcers. Pain 
shortly after food should always suggest a lesion of the large 
bowel, or gall bladder disease may have supervened. Anorexia, 
weight loss and vomiting can mean a carcinoma in the gastric 
remnant or the patient may have chronic retention and be 
passing into uremia. The pain due to stomal ulcer after Polya 
gastrectomy can be very like that which sometimes accompanies 
dumping, for both tend to come on sooner after food than did 
the pain of the former duodenal ulcer, both may be eased by 
sodium bicarbonate and either may be unrelieved by food. If 
sweetened milk causes pain, dumping is probably the cause, 
and if alcohol brings on the distress recurrent ulcer is more 
likely. . . . Reflux peptic esophagitis quite often co-exists with 
duodenal or with gastric ulcers. At operation some of these 

. patients are found to have hiatal herniae. . . Both 
hiatus hernia and esophageal reflux can escape detection even 
at the most careful x-ray examination and only by esophagos- 
copy can esophagitis be diagnosed or excluded with assurance.— 
H. D. Johnson, M.D., The Postgraduate Medical Journal, March, 
1954. 
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AND EPIDEMIOLOGICAL FEATURES OF AN UNUSUAL 


EPIDEMIC EXANTHEM 


Franklin A. Neva, M.D., Pittsburgh, Roy F. Feemster, M.D. 


and 


Ilse J. Gorbach, M.D., Boston 


During the late summer of 1951 the occurrence of a 
mild illness in children, characterized by a skin eruption, 
was brought to the attention of the Division of Commu- 
nicable Diseases of the Massachusetts Department of 
Health. Inquiry of practicing physicians indicated that 
the outbreak was fairly widespread and that the clinical 
features of the illness did not readily conform with those 
of the commonly recognized exanthems. However, the 
skin eruption in isolated cases was similar to that seen 
in rubella (German measles). With the collaboration of 
the Research Division of Infectious Diseases of the Chil- 
dren’s Medical Center, specimens of throat washings, 
stools, and blood were collected for study from a group 
of patients with the exanthem. Certain of the clinical and 
epidemiological features of the outbreak are described 
in this paper, since the disease appeared to represent a 
definite clinical entity and because a group of new trans- 
ferable agents were isolated in tissue culture from several 
of the patients. 

In the present communication pertinent clinical find- 
ings in a small group of 18 patients studied by two of us 
(F. A. N. and I. J. G.) are first presented. This material 
is compared with a summary of relevant data from the 
answers to a questionnaire sent to 123 Massachusetts 
physicians for information concerning the disease. Fi- 
nally, note is made of the isolation of certain transferable 
agents that may be etiologically related to the disease. 
Further details concerning these agents are presented 
elsewhere.* 

METHOD OF STUDY 

All patients were observed at home; consequently, 
physical examinations were brief and not complete. 
Approximately one-half of the patients were seen in a 
single visit by one observer (I. J. G.), and the other half 
were seen by a second observer (F. A. N.). Of this latter 
group, two were followed through the course of their ill- 
ness with repeated visits. A few patients were observed 
during the day that the skin eruption was most prominent, 
but the majority were seen when the rash was beginning 
to fade. No blood cell counts, urinalyses, or throat cul- 
tures were carried out, but throat washings or swabs in 
sterile skim milk, stools, and blood specimens were taken 
for other studies from most patients. In September, 
1951, a questionnaire was formulated by the Communi- 
cable Disease Division of the Massachusetts Department 
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1. (a) Neva, F. A., and Enders, J. F.: Cytepathogenic Agents Isolated 
from Patients During an Epidemic Exanthem of Uncertain Etiology, J. 
Immunol., to be published. (b) Neva, F. A.; Enders, J. F., and Chang, Y.: 
Isolation of a Cytopathogenic Agent from a Patient with an Illness 
Resembling Roseola Infantum, ibid., to be published. 


of Public Health and sent out to practicing physicians, 
mainly pediatricians, in the state. The results of the ques- 
tionnaire are considered independently. 


CLINICAL FEATURES OF THE EXANTHEM 

With two exceptions, the main clinical manifestations 
exhibited by the 18 patients from whom specimens for 
study were obtained are summarized in table 1. Data 
respecting the two patients, both women, were omitted 
from this table because they had no rash, although there 
are suggestive indications that they had the same illness. 

Age and Sex of Patients—Ages of patients ranged 
from 4 months to 26 years; two were less than one year 
of age, 10 patients were 2 to 4 years old, and all except 
the three adults were 8 years or younger. Only five of the 
patients, including one of the adults, were males. 

Fever.—In the case of five of the patients either no 
noticeable fever or temperature of less than 100 F were 
reported. The commonest finding was an elevation of 
temperature to about 102 F, lasting only one or two days. 
However, in a few of the patients, the disease began 
abruptly with pyrexia of 104 to 105 F. It is of interest 
that in two of the adult patients, only one of whom 
showed a few transient skin lesions, the early stage of the 
illness was associated with frank shaking chills. 

Skin Eruption.—All of the children, but only one of 
the three adults, exhibited varying degrees of skin erup- 
tion. In the adult, this consisted of 8 or 10 barely notice- 
able pink maculopapular discrete lesions. In some of the 
children, the exanthem was more diffuse and the lesions 
were only slightly elevated, while in others a florid mor- 
billiform rash was observed. The lesions were generally 
pink or salmon-colored, slightly raised, usually discrete, 
and lighter in color than the typical measles rash. How- 
ever, in the severest eruptions the lesions coalesced and 
presented a blotchy appearance. The rash was usually most 
evident over the face and upper chest, but was frequently 
observed on the arms, buttocks, and legs. In several pa- 
tients it was distributed over the entire body, including 
the palms and soles. The rash in most cases appeared 
after onset of other symptoms or signs and within one or 
two days after fever had subsided. In a few, it appeared 
in the absence of other previous symptoms or during the 
fever. 

Mucous Membrane Lesions.—In two of the children 
(L. W. and C. P.), both of whom showed definite skin 
eruptions, tiny, clean, punched-out appearing ulcerations 
on the soft palate or tonsillar pillar were observed. These 
apparently represented a later stage of small vesicular 
lesions that were earlier noted at these sites. No exudate 
or membrane was associated with these lesions. More 
extensive oral lesions were seen in one adult (F. W.). 
One additional patient (M. P.) had a small ulcer in the 
tonsillar area. No gingival or mucocutaneous lesions re- 
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sembling those of herpes simplex were noted. In every 
case in which they were found, the lesions of the soft 
palate and tonsils were comparable with those described 
by Huebner and associates in herpangina.* 


Adenopathy.—In two of the patients who had mucous 
membrane lesions, definite and slightly tencer cervical 
adenopathy occurred. Slight to moderate enlargement of 
cervical, occipital, or posterior auricular nodes was noted 
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days, shaking chills and fever, and sore throat. The dis- 
ease was also severer in two mothers (not included in 
table 1) of children with the exanthem. They both ex- 
perienced myalgia, chills, and headache, but had no ob- 
vious skin rash during the illnesses of their children. To 
provide an account as complete as possible of this disease, 
multiple cases of the exanthem that occurred in two fam- 


ilies are described in greater detail. 


TABLE 1.—Clinical Features of Sixteen Patients with the Exanthem from Whom Specimens Were Obtained 





Maximum 
Age, Tempera- 
Patient = ture, F Rash 
Be uta dtoneeenscueuneses 2 105 Very prom- 
inent 
Dy Re babbatidichontennenun 26 Fever, Very minimal 
but not 
recorded 
SR EE eee 2 No fever Prominent 
noted 
Bd nis wkeeseusdoedaenle 3 102 Moderate 
A ere 6 102 Moderate 
GAS beakvicvivesssveetenes 7 99 Moderate 
i cndiianinibaaeaiivinben 8/12 Fever, Minimal 
but not 
recorded 
i ei beanitenendasinrekiene 2 104 Moderate 
is Bieeswissusesenceteseee 3 102 Moderate 
Wy Fh 00n0 hee sseesseseievee 3 100 Minimal 
i Mice éctdbedves cvecneeenns 2 Fever, Prominent 
but not 
recorded 
ae ee & 103 Minimal 
i ae ee re 4/12 102 Very prom- 
inent 
Pre er 3 104 Moderate 
T Micadivkecssseeooanauiers 3 Fever, Moderate 
but not 
recorded 
De Bi ssc ccesvenansnvees 2 99.6 Minimal 


Other Findings 
Soft palate and tonsillar 
ulcers and tonsillar ade- 
nopathy 
Tonsillar and extensive 
oral ulcerations and ton- 
sillar adenopathy 


Few nontender and small 
postauricular nodes 


No adenopathy and no 
mucous membrane lesions 


No pharyngeal lesions, few 
small, nontender sub- 
occipital and post- 
auricular nodes 


No nodes and no pharyn- 
geal ulcers 


No adenopathy, but definite 
ulcers on soft palate 


Inflamed eye with non- 
purulent discharge, follic- 
ular tonsillitis, and shotty 
posteervical and axillary 
nodes 


No adenopathy 


No adenopathy and a single 
tonsillar ulcer 


No adenopathy 


No adenopathy 


No adenopathy 


Not examined during illness 


Not examined during illness 


Slightly reddened throat 
and some postcervical 
adenopathy 


Summary of Illness 

Fever on 9/11/51; vesicles on 
palate and tonsils on 9/12; 
and rash from 9/13 to 9/15 

Myalgia on 9/11/51; fever, sore 
throat, and shaking chills on 
9/12, also retro-orbital pain; 
oral and pharyngeal ulcera- 
tions on 9/13; and very few 
skin lesions on 9/14 

Irritability and slight cough 
for 2-3 days, followed by 
appearance of skin eruption 

Fever on 9/3/51, given peni- 
cillin on 9/4; and pharynx 
injected and rash appeared 
on 9/5 

Fever on 9/3/51; thought to 
have otitis by L. M. D. and 
given penicillin. Throat in- 
jected but no fever on 9/4, 
rash on 9/5 

Eyes reddened and tempera- 
ture 99 F on 9/5/51; rash 
appeared later on 9/5; and 
sore throat on 9/6 

Fever on 9/19/51 and 9/20; 
uleers noted on soft palate 
on 9/20 

Fever on 9/7/51 lasted three 
days: skin eruption over 
shoulders and chest on fourth 
day when fever subsided; and 
rash lasted two or three days 

Irritability on 9/10/51; fever 
on 9/11; and skin eruption 
on 9/12 

Irritability for one week; fever 
on 8/25/51; rash appeared on 
8/26; and single ulceration 
noted on right tonsil 

Fever on 8/27/51; no symp- 
toms on 8/28; skin eruption 
on 8/29 

Fever and red throat on 8/28/51: 
temperature down on 8/29, up 
again on 8/30 when skin rash 
appeared 

Fever on 9/11/51; throat in- 
jected and right ear drum 
inflamed; and rash appeared 
later on 9/11 

Fever on 9/8/51; more fever 
and complaint of sore throat 
on 9/9; no symptoms on 
9/10; and rash appeared on 
9/11 and lasted 1-2 days 

Vomited, diarrhea, and fever 
on 9/10/51; well on 9/11; and 
skin rash from 9/13 to 9/15 

No symptoms; only rash and 
slight fever 





* Transferable agents isolated in tissue culture. 





t The agent isolated from this patient appears to be distinct from those isolated from other patients. 


in several other cases, but lymphadenopathy was not 
pronounced in any of the patients. 


Severity of Iliness.—In none of the patients was the 
illness severe enough to necessitate admission to a hos- 
pital. In several the skin eruption was practically the only 
sign of disease. Some of the children, although febrile, 
remained active and revealed no other signs of illness. 
In the adult patient (F. W.), however, manifestations 
of a general systemic infection were present and con- 
sisted of moderately severe myalgia that lasted several 


REPORT OF FAMILY OUTBREAKS 


Three Cases in a Family of Four.—On Sept. 8, 1951, Lel. W., 
a 3-year-old girl, was noted to have a temperature of 104 F. 
On Sept. 9, the temperature remained at 103 F most of the 
day, and the patient complained of a sore throat. On Sept. 10, 
the child was asymptomatic, but on Sept. 11 a rash was noted 
over the face, arms, legs, and buttocks. This disappeared in 24 
to 48 hours, and the family physician was not consulted. There 
was no history of illness with a skin rash. 





2. Huebner, R. J., and others: Herpangina: Etiological Studies of a 
Specific Infectious Disease, J. A. M. A. 145: 628-633 (March 3) 1951. 
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On Sept. 11 the 2-year-old sister, L. W., had a temperature 
of 104 F but appeared well. That evening her temperature was 
105.2 F, the child seemed delirious, and the family physician 
was called. He noted presence of vesicles on the soft palate and 
right anterior tonsillar pillar. The patient had no symptoms on 
Sept. 12 and appeared well. On Sept. 13, however, a prominent 
rash appeared on the face, arms, and legs, and the next day, 
Sept. 14, the rash consisted of blotchy, pink, raised lesions about 
0.5 to 1.5 cm. in diameter. Many of the lesions were confluent 
and were situated mainly over the face, upper anterior chest, 
buttocks, arms, and legs. The figure shows this patient on the 
second day of the rash. Bilateral tonsillar adenopathy was also 
present, and two or three small, discrete, shallow ulcers could 
be seen on the right soft palate and anterior tonsillar pillar. The 
rash was still present but faint on Sept. 15. There was no his- 
tory of previous contagious diseases. 


On Sept. 11, the same day that the second child’s illness began, 
the father, F. W., aged 26, noted muscle aching and felt as if 
a common cold were developing. On Sept. 12 he felt worse; the 


mi 





4 * 
Second day of the skin eruption in 2-year-old patient L. W. on the 
fourth day of illness. 


myalgia increased; fever, sore throat, pain in the eyes on move- 
ment, and photophobia were experienced. That evening frank 
shaking chills occurred. The throat became more painful on 
Sept. 13, aching of the eyes continued, and the patient slept 
most of the day. Sore throat persisted on Sept. 14, but the pa- 
tient felt somewhat improved. Slight scrotal tenderness was also 
noted by the patient. On this day, several small vesicles or ulcers 
on the rim of the right anterior tonsillar pillar were seen. In 
addition there were several vesicles on the mucous membrane 
of the lower lip and ai the gingival-mucous membrane junction. 
Two larger vesicles, about 2 by 4 mm. in size, with grey mem- 
branous surfaces were present on the under surface of the 
tongue. Moderately tender anterior cervical nodes were palp- 
able. Careful examination of the skin revealed 8 or 10 faint, 
but definite, reddened macules, very slightly raised, about 0.5 
cm. in diameter on the upper anterior chest and back. If a search 
for a rash had not been made, these lesions would probably 
have been overlooked. The sore throat improved rapidly there- 
after, the rash disappeared, and the oral lesions healed within 
the next three days. The patient gave a history of having rubella 
eight years previously, which he remembered well because of 
prominent posterior auricular adenopathy. There was no history 
of previous herpetic infection. 
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M. W., aged 26, mother of the family noted her first symp- 
toms on the same day that the second child and the father be- 
came ill. On the evening of Sept. 11, she had muscle aches, 
felt chilly and feverish, and had frontal headache and back- 
ache. In the afternoon of Sept. 12, a temperature of 101 F was 
recorded and myalgia and headache continued. That evening 
frank shaking chills occurred. Minimal discomfort of the throat 
was noted on Sept. 13, but the patient felt improved and no 
further symptoms were described. When she was examined on 
Sept. 14, no rash was seen and the throat was normal. 


Three Cases in a Family of Five-—V. Flo., a 6-year-old girl, 
had a temperature of 102 F on Sept. 3, 1951; she was thought 
to have possible otitis media and was given penicillin by the 
family physician. Her temperature was normal, and the patient 
appeared well on Sept. 4, except for some injection of the throat. 
On Sept. 5, a rash appeared over the face, trunk, arms, and legs 
that lasted for only 24 to 48 hours. A few small nontender 
suboccipital and postauricular lymph nodes were palpable on 
Sept. 6, and the throat showed no lesions. 


On Sept. 11, C. Flo., a 4-month-old sibling of V. Flo., had 
a temperature of 102.2 F, but otherwise appeared well. Later 
the same day, a prominent maculopapular rash broke out over 
the entire body. The family physician found slight injection of 
the throat and the right ear drum. On Sept. 12, the temperature 
was 100.4 F, the rash was still extensive, but no adenopathy 
could be discerned. 

On Sept. 17, 1951, the third sibling, M. Flo., aged 2 years, 
was noted by the mother to have a skin rash. The child was 
completely asymptomatic, and examination on Sept. 18 showed 
a temperature of 99.6 F and a faint rash involving the face, 
shoulders, and thighs. The throat was sligthly reddened, and a 
few small posterior cervical nodes were palpable. 


DATA DERIVED FROM QUESTIONNAIRES 

As mentioned above, a questionnaire requesting infor- 
mation about the exanthem outbreak was formulated by 
the Division of Communicable Diseases of the Massa- 
chusetts Department of Public Health and sent to mem- 
bers of the American Board of Pediatrics in Massachu- 
setts and to members of the Academy of Private Practice. 
The questionnaire was mailed early in September, 1951, 
and 123 replies were obtained. The physicians who filled 
out the forms estimated that they had seen 2,450 cases 
of the exanthem. From the questionnaire it appeared that 
the disease was encountered in May or possibly earlier 
and continued into September, 1951. Most of the cases 
were observed in Boston and the Boston metropolitan 
area, but others were reported throughout the state. 


An analysis of pertinent features of the outbreak was 
made from the data in the questionnaire and is presented 
in table 2. It should be emphasized that this analysis is 
based on rough estimates made in retrospect and not on 
accurate records; therefore, interpretation of the results 
must be conservative. The replies, however, were con- 
sistent with respect to certain features of the disease. It 
is of interest, therefore, to compare the features thus 
delineated with those emerging from the more detailed 
study of the 18 patients that has already been outlined. 
The epidemic exanthem as seen by practicing physicians 
was an illness that affected primarily children 10 years 
of age or younger and that was characterized by fever 
and a skin rash that appeared either during or after fever 
had subsided. Pharyngeal vesicles or ulcers were present 
in some of the patients. Although the incidence of lym- 
phadenopathy is not recorded in table 2, the replies indi- 
cated that lymph node enlargement was not a salient 
characteristic. Additional information of interest was 
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derived from the questionnaire. Multiple cases of the 
exanthem were not uncommon in a single family, and 
febrile illnesses without a rash occurred often in a family 
concurrently with the exanthem. 

The listing of all skin rashes in table 2 is presented 
merely to reemphasize the difficulties inherent in the 
specific diagnosis of exanthems on clinical grounds. The 
incidence of measles and rubella reported in Massachu- 
setts during the summer of 1951 was higher than usual. 
It is, therefore, possible that isolated cases of the epi- 
demic exanthem were diagnosed as one of the commoner 
exanthems. 

ISOLATION OF AGENTS 

Attempts to Isolate Coxsackie Viruses.—Four of the 
patients exhibited lesions of the mucous membrane con- 
sistent with herpangina, a disease that Huebner and 
associates * have shown to be etiologically related to cer- 
tain members of the Coxsackie group of viruses. Material 
from stools and throat swabs or washings from certain 
of the patients with exanthem were, therefore, tested in 
one-day-old mice. The animals were inoculated by both 
the intracerebral and subcutaneous routes. Both fecal 
material and that from throat swabs or washings were 
tested from 11 of the patients, including the 4 with lesions 
of the mucous membranes. Materials from the throat 
swabs or washings from three additional patients were 
also tested in this manner. Coxsackie viruses were iso- 
lated from two persons; i. e., from the throat washing of 
F. W. and from the stool and throat swab of C. P. Certain 
of the negative specimens were tested repeatedly, and in 
several instances so-called “blind passages” were carried 
out in baby mice. The two Coxsackie viruses that were 
isolated produced diffuse myositis in these animals. These 
tissues were studied histologically and interpreted by 
Dr. A. W. Pappenheimer. They were subsequently identi- 
fied serologically by Dr. Joseph Melnick as type 2 of 
the A group. 

Neutralizing Antibodies to Coxsackie Virus in Exan- 
them Patients.—Early and late serums from 6 of the 18 
patients were tested in baby mice for neutralizing anti- 
bodies to one or both of the Coxsackie viruses that had 
been isolated. Five pairs of serums were tested against 
both Coxsackie agents. No increase in virus-neutralizing 
antibody titer was recorded in any instance. However, 
the presence of Coxsackie virus neutralizing antibody 
was demonstrated in three members of one family (F. W., 
Lel. W., and M. W.), though no rise in titer occurred. The 
father of this family, F. W., was the patient in whom 
multiple oral-pharyngeal ulcerations developed. Unfor- 
tunately, blood samples were not obtained from the two 
other patients (L. W. and C. P.) who exhibited pharyn- 
geal or soft palate ulcers during their illness. 


Isolation of Cytopathogenic Agents in Tissue Culture 
from Epidemic Exanthem Patients.—After earlier at- 
tempts to isolate an agent from other patients with the 
exanthem failed, materials were inoculated into flask cul- 
tures of human kidney tissue of the type used by Robbins 
and others for the isolation of poliomyelitis virus.* 
Pooled fluids from flask cultures were then tested in roller 
tube cultures of human tissue. 
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From the stool specimens of seven of the patients with 
the epidemic exanthem transferable agents were isolated. 
These agents, when inoculated into roller tube cultures, 
produced a similar type of cellular degeneration of human 
embryonic skin and muscle tissues and of human fore- 
skin tissues. In addition, the stool specimen of an eighth 
patient (R.S.) yielded an agent cytopathogenic for tissue 
cultures that induced a type of cell degeneration quite 
distinct from the seven agents referred to above. Further 


TABLE 2.—Data Obtained by Questionnaire from 123 
Massachusetts Physicians Regarding Epidemic 
Exanthem of 1951 


Finding 


Ave distribution, yr. % of 
(estimated 2,300 cases) Total 
SE MEN ai nacknioha shunt dnd iden s oboe Gindauaenene tans 45 
Da idaseuaksisagsrns i sekeesbhbs bees Veaukeentodeeeusess 38 
eee eres ee Se ee eee meres mm ee ny 14 


Relation of fever to rash 
(estimated 2,300 cases) 


SI Mc nis cchiddo aly dace bdo sansd cdede hw omededdecoccn 56 
I CR ick, wn ch Onc wdtendivuscchabse ands ceR$ ean bate 34 


Character of fever 
(estimated 2,375 cases) 


MN Kcindeebntbcaes olvidar cd skp Cheat sins eiceheatoe a6 
OT) kari baiees odiared cok bathed Guteaeekatediciand sks saxs te 35 
EE pc ssiannas k<cueh Aa Meee bs Vp ba cow eaen ak ecocnies 9 


Duration of fever, hr. 
(estimated 2,100 cases) 


PRN Da tn cdoptnwkeecoxikesvmensivemkeeddcdebiedeen 15 
ee RNS h hte nae 0505.0 0 008egsdede ok eanencOGhbsbuvecbaus 49 
an cused ec aien cubucwdwn¥¥d00 debuts accncnen 36 


Duration of rash, hr. 
(estimated 2,380 cases) 


NY gn ork nnn < 00 sdk audebuudubsderondaskbcaondaen 8 
Dt Wl cede ec@ch beebSi ans sekebaunsounsetdeabcccsamened 60 
tS eo St ed eee ee oe ao oe 32 


Uleers in the throat 
(estimated 2,100 cases) 


URS eee: | aaker ys pene imoals 
PARE ARETE Fe Ae - RN” OE ae eae ~ 77 
Vesicles in the throat 
(estimated 1,850 cases) 
NE Seid ncdy hed Voeeioded tae ses eeeeuntendennancodeanes 40 
SES iid weiner vince 4ec ands Add cee ies een dakaeneen 60 
Diagnosis in all eases of skin rashes seen during same period 
(estimated 4,140 cases) 
Ny MINN «0 co's sv ncuneue vaistlasensts bocenae¥es 55 
PSG Ci aRcadyusnkssctennsbsonnsaseeetetotesebboces 21 
i arthannsd Gudtestcdekebsdvindbeudenecbuescheose 
ais G4 -os 640s es aneeaded wh cktenbes tines desecat eke 


I Saree ss ted can te Vacs dishes dace dvnsided 
details regarding these agents and their characteristics 


will be presented elsewhere. 


Neutralizing Antibodies to Cytopathogenic Tissue Cul- 
ture Agents in Exanthem Patients ——Of 11 patients, 
paired serums from 9 patients exhibited a significant rise 
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in titer of neutralizing antibody to at least one of the seven 
strains of cytopathogenic agents that were isolated. One 
of the patients who showed no antibody response to this 
group of seven patients was the patient R. S. from whom 
the different type of agent was obtained; but in R. S. anti- 
bodies against his own agent did develop. The other pa- 
tient who showed no definite rise in neutralizing antibody 
did, however, have neutralizing antibodies in both the 
acute and convalescent blood specimen. Evidence was 
also obtained * that the group of seven new agents were 
immunologically related. Specimens of blood were not 
obtained from five of the patients. 


COMMENT 

There appears to be little doubt that the outbreak of 
illness described here represents an infectious and com- 
municable disease entity. Whether or not the disease rep- 
resents a new clinical entity, however, is more difficult 
to ascertain. It must be remembered that with a few 
exceptions, such as variola, vaccinia, and herpes simplex, 
the specific diagnosis of the viral exanthems by isolation 
of the causative agent or by serologic tests has yet to be 
realized as a practical procedure. At present, therefore, 
in diseases such as measles, rubella, and roseola infan- 
tum, there may be doubt regarding diagnosis of an indi- 
vidual case or a small group of cases. Under such circum- 
stances, the question can and often has been raised as to 
whether a given case of exanthematous disease represents 
some atypical form of the commonly recognized infection 
belonging to this general class. 


Accordingly, differentiation from accepted clinical 
entities of the epidemic exanthem under consideration 
requires discussion. The possibility of its identity with 
measles seems unlikely in view of the mild nature of the 
1951 Boston exanthem, the failure to note Koplik’s 
spots, the brief duration, and the character of the skin 
eruption. It is more difficult to exclude rubella. However, 
the absence of characteristic lymphadenopathy, a pre- 
sumptive incubation period of about three to eight days, 
and the season of maximum prevalence are not charac- 
teristic of rubella. 

Roseola infantum ° likewise differs in important re- 
spects from most cases of the exanthem described in this 
paper. In the former the degree and duration of preerup- 
tive fever are greater, communicability is low, and nearly 
all cases occur in those under 3 years of age. The skin 
eruption characteristic of erythema infectiosum or “Fifth 
disease” as described ° bears no resemblance to that of 
the Boston exanthem. The only patient studied that ex- 
hibited symptoms suggestive of roseola infantum was 
R. S. from whom the agent with different cytopathogenic 
properties was isolated.’” It may be concluded, then, 
that the disease we have encountered in most of the pa- 
tients, although it may share some features of certain 
common exanthems, probably is an infection sui generis. 

The isolation of agents resembling viruses in their 
behavior from eight of the exanthem patients suggests 
a relationship to the illness in which they were found. 
The possibility of relationship is further supported by 
the fact that in most of the patients whose serum was 
_tested antibodies developed that were capable df neutrai- 


J.A.M.A., June 5, 1954 


izing the infectivity of these agents. Yet the danger of 
inferring guilt by association, with regard to new infec- 
tious agents, has been ably documented in the case of 
the Coxsackie viruses by Huebner and his associates." 
The fact alone that the agents from the exanthem patients 
were isolated from the feces rather than from the blood, 
other body fluids, or tissues should make us cautious at 
present in drawing conclusions in respect to their etio- 
logical role. On the other hand, there is already much 
evidence in favor of the hypothesis that these newly rec- 
ognized agents are responsible for the epidemic disease 
which has been characterized. 


SUMMARY AND CONCLUSIONS 

An outbreak of a mild illness, affecting mainly chil- 
dren and characterized by a skin eruption, occurred in 
and around Boston during the late summer of 1951. 
Study of a group of 18 patients with the disease as well 
as results from a questionnaire circulated among prac- 
ticing physicians who encountered the illness indicated 
that the exanthem represented a definite clinical entity 
that did not readily conform with the more commonly 
known exanthems. By tissue culture methods, a group of 
new transferable agents was isolated from the feces of 
several of the patients, and the development of neutral- 
izing antibodies associated with the illness was demon- 
strated; both of these suggest the etiological relationship 
of these new agents to the disease. 
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The Family Doctor and Psychotherapy.—The revival of the 
concept of psychosomatic medicine in recent years has been 
helpful in a reorientation of physicians. . . . It is not a specialty 
but a point of view. Unfortunately the term has become an- 
other label, and we now hear of varying ailments of uncertain 
etiology such as ulcerative colitis, migraine, peptic ulcer, and 
obesity being labelled as “psychosomatic.” By the same mis- 
take, we can label “somatopsychic” all of the disorders of the 
emotions arising from organic or chemical disease such as 
uremia, hypoglycemia, small strokes, brain tumor, febrile de- 
lirium, and the like. . . . What psychosomatic medicine should 
represent is the point of view that we again recognize that the 
patient is not a collection of organs or diseases . . . but a com- 
plex, integrated psychological as well as physiological and ana- 
tomical entity subject to daily stress and constant change. Our 
treatment must be “wholistic” and comprehensive. There is no 
such thing as purely functional disorder or purely organic dis- 
ease. All organic disease produces some disorder of function 
and every derangement in function produces an organic change. 
Our crude methods of examination may not reveal such change 
in the latter and the functional disorders may be of minor de- 
gree in the former. Nonetheless psychosomatic medicine must 
take us away from the “either-or” concept in medicine.—R. R. 
Coleman, M.D., The Impertance of the Family Doctor in Psy- 
chotherapy, The Journal of the South Carolina Medical Asso- 
ciation, February, 1954. 
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EVALUATION 


549 


OF SUICIDE ATTEMPTS AS GUIDE TO THERAPY 


CLINICAL AND FOLLOW-UP STUDY OF ONE HUNDRED NINE PATIENTS 


Edwin H. Schmidt, M.D., Patricia O’Neal, M.D. 


and 


Eli Robins, M.D., St. Louis 


A patient who has attempted suicide presents the phy- 
sician with an extremely important question, “What 
should be his action to prevent a possibly successful 
suicide in the immediate future?” This study was under- 
taken to obtain data that might help the physician de- 
cide what action to take. Specifically the following ques- 
tions were investigated. What is the incidence of success- 
ful suicide following an unsuccessful suicide attempt, as 
ascertained by a short-term follow-up? What important 
clinical characteristics of the patient who has attempted 
suicide help in deciding whether he will be a serious 
suicidal risk in the near future? In this connection, is it 
important to make a diagnosis? Are the patient’s state- 
ments reliable guides to what he will do in the near 
future? Do patients inform the physician (or someone 
close to them) of suicidal thoughts or plans often enough 
to permit preventive action? Is hospitalization necessary 
for most of these patients? 

Some psychiatrists have felt that these questions could 
not be answered by a conventional clinical work-up. This 
feeling has perhaps contributed to the relative frequency 
of studies utilizing data only from hospital records as 
compared with the paucity of studies utilizing direct inter- 
view and examination of the patient. Findings in studies 
that have used direct interviews have not been validated 
by a follow-up investigation. This study attempts to over- 
come these deficiencies by directly studying the patient 
and by utilizing a follow-up to check the interview 
findings. 

METHOD OF STUDY 

Selection of Patients——During a five month period 
(Dec. 15, 1952, through May 15, 1953) 120 patients 
who attempted suicide were brought to the St. Louis City 
Hospital receiving room. By prior agreement, all such 
patients were seen by the psychiatric resident who then 
reported on them to us. In order to assure that no case 
of attempted suicide was missed, we regularly reviewed 
receiving room notes, which are kept on every patient 
seen there, and requests for psychiatric consultation from 
other parts of the hospital. 

Of the total 120 patients, 109 were interviewed, 14 be- 
fore discharge from the receiving room, 89 during their 
hospitalization, and 6, who were mistakenly discharged 
from the receiving room before we were notified, were 
contacted and examined later. The remaining 11 patients, 
who were also mistakenly discharged before we examined 
them, were not seen by any of us. The following con- 
siderations determined whether a patient was acceptable 
for inclusion in the study. 1. If the patient stated that he 
had deliberately done something to himself that he felt 
was harmful or that others would interpret as harmful, 
he was included in the study (101 patients). 2. Patients 
who denied that their act was intentional were included, 


if there was sufficient reason to doubt their denial (8 pa- 
tients). 3. Patients were included regardless of the med- 
ical or surgical seriousness of the attempt. As a result 
many patients who had made only a feeble gesture were 
included. 4. If a patient had carried a verbal threat just 
short of action, e. g., standing on a bridge or window 
ledge without making an attempt to jump, he was ex- 
cluded from the series. 

Sources of Data About the Patients ——The source of 
most of the data was a private psychiatric interview and 
examination (timed) lasting an average of two hours, 
during which each patient was asked to answer 334 items 
on a standard questionnaire. The questionnaire items 
were classified in 10 categories including (a) identifying 
data (15 items), (b) chief complaint (4 items), (c) 
operations, injuries, and hospitalizations (10 items), 
(d) “nervous” symptoms (17 items), (e) somatic symp- 
toms (48 items), (f) neurotic traits (6 items), (g) 
sexual and menstrual history (10 items), (1) personal 
and social history, including questions about parental 
home, school, work, and marital history, military ex- 
perience, and use of alcohol and drugs (81 items), (i) 
present suicidal attempt and history of previous attempts 
(50 items), and (j) mental status, including observa- 
tions on general behavior, speech, mood, content of 
thought, orientation, recent and remote memory, intel- 
lect, and insight (93 items). Over 95% of these items 
were scored plus, zero, or with a number. The criteria 
for scoring had been previously agreed on. When an 
item was marked plus, the relevant details were de- 
scribed and recorded. A large portion of the interview 
time was spent on the suicidal act and the attendant 
thoughts and circumstances. The following items were 
covered, with wordings modified to meet the level of 
understanding of the patient: 


1. Did the patient admit or deny the suicide attempt? 


2. Give an account of the suicidal act and the circumstances 
preceding and following it. 


3. Did you ever wish to kill anyone? 


4. Have there been previous occasions when you felt you 
wanted to die? 


5. Did you ever wish to be killed? 

. What were you trying to do? 

. What would you say was the main reason you tried this? 
. What else had you done to try to solve this problem? 

. What method did you use in this suicidal attempt? 

10. How were you rescued? 


ow conn 
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11. Did you realize beforehand what your actual chances of 
failing or succeeding were? 

12. Did you inform anyone of the attempt shortly before or 
after doing it? 

13. Do you believe that this attempt was (a) a serious one, 
(b) a gesture, or (c) can you not tell which it was? 

Had any of the following (questions 14 to 29) happened to 
you within six months of the time of the attempt? 

14. Had you failed in school or had you been suspended or 
expelled? 

15. Had you had a change in your job (fired, quit, promoted, 
or decreased or increased income)? 

16. Had someone close to you—spouse, parent, child, relative, 
or friend—died? 

17. Had there been a break-up of your engagement or 
marriage? 

18. Had there been friction with your parents or children? 

19. Had there been friction with your spouse, fiancé, or loved 
one? 

20. Do you have an incurable disease? 

21. Had you gained or lost an appreciable amount of money? 

22. Had there been a divorce, separation, or desertion? 

23. Were you drinking too much alcohol during the six 

ynths preceding the attempt? 

24. Had you had something to drink just prior to the attempt? 

25. Had you been in some kind of legal trouble? 

26. Had you recently changed your place or city of residence? 

27. Were you or are you pregnant? 

28. Had something happened to you or your family that you 
considered a public disgrace? 

29. Were you sexually incompatible with your spouse or 
sexual partner? 

The examiner evaluated whether the patient had a mistaken 
or delusional idea concerning any of items 14 to 29. 

30. What was your emotional reaction at the time of the 
attempt: (a) depressed, (b) feelings of worthlessness, (c) anger, 
(d) spite, (e) unrequited love, (f) disgust, (g) pain, or (h) desire 
io gain attention? 

31. Did you have any thoughts of attempting suicide this time 
prior to the attempt? 

32. How long had you had these thoughts? 

33. Did you have plans this time concerning how you would 
attempt suicide? 

34. What were these plans? 

35. How long had you had them prior to the attempt? 

Examiner’s evaluation of whether or not the attempt was 
impulsive. 

36. Were you under a physician’s care? 

37. If so, was he a private or a clinic physician? 

38. Did you tell any of the following persons about your 
suicidal thoughts or plans prior to the attempt: (a) physician, 
(b) family, (c) relative, or (d) friend? 

39. Did you tell anyone of your depressed feelings? 

40. Did anyone try to persuade you not to do it? 

41. Do you usually talk your problems over with someone? 

42. With whom? 

43. Did you feel anyone would care if you took your life? 
Who? Would they care a great deal or a little? 

44. How do you think they feel now? 

45. How do you feel compared with just before you did this? 

46. Were you glad or sorry when you found it did not work? 

47. Had you ever thought of suicide before this episode? 
When? How often? What were the circumstances? 

48. Have you ever attempted suicide before? When? How 
many times? What were the circumstances? 
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49. Has anyone in your family ever attempted suicide o; 
successfully committed suicide? Who? When? What were the 
circumstances? 


Our evaluation of whether attempt was serious or a gesture. 
or our statement of indecision. 


The recorded information also included a genera| 
physical and neurological examination, usually taken 
from the hospital records. Where there was a special 
indication, a neurological examination was done by one 
of us. 

The hospital records of all patients were reviewed after 
discharge. This yielded information about the duration 
of hospital stay, whether the patient had been hospital. 
ized on an open or closed ward, specific treatment, sub- 
sequent course of the patient in the hospital, final diag. 
nosis, and circumstances of discharge. 

Diagnostic Criteria.—A part of the questionnaire was 
designed to elicit the history and symptoms, if preseni, 
of the psychoses, psychoneuroses, psychopathic person- 
ality or chronic alcoholism, and of nonpsychiatric dis- 
ease, and, before beginning the study, we agreed on 
criteria for the diagnosis of the conditions listed below, 
as well as for other psychiatric illnesses, such as the 
manic phase of manic-depressive psychosis, homosexu- 
ality, and others. The diagnostic criteria for the latter 
diseases will not be given, since they did not occur in 
this study. For a patient’s condition to be diagnosed as 
one of the following illnesses, the patient had to have a 
significant number of the items listed under the particular 
diagnostic category: 

Schizophrenia: The diagnosis of schizophrenia was 
based on (a) age at onset under 30, (b) history of 
bizarre and unusual behavior, (c) history of mental ill- 
ness for which the patient was hospitalized and after 
which he did not function at his previous level, (d) with- 
drawal from contacts with other persons, (e) disturb- 
ances in thinking manifested by irrelevant and tangential 
speech, (f) defects in emotional expression manifested 
by bizarre and inappropriate emotional responses, and 
(g) occurrence of delusions or hallucinations. 

Dementia (Chronic Brain Syndrome): The factors 
indicating dementia were (a) history of changed behav- 
ior, (6b) gross behavioral abnormalities, (c) emotional 
lability, (d@) memory disturbance, (e) disorientation, 
(f) intellectual deterioration, (g) presence of delusions 
and hallucinations, (h) history of specific causative fac- 
tors, and (7) specific neurological and laboratory find- 
ings. It should be noted that all patients in this study with 
this diagnosis had vascular disease of the brain (strokes) 
or senile psychosis. 

Manic-Depressive Psychosis (Depressed Phase): Di- 
agmosis of a manic-depressive psychosis was based on 
(a) previous episode of manic excitement or psychotic 
depression, (b) physiological disturbances (anorexia, 
weight loss, severe insomnia, constipation, lack of energy. 
and/or fatigue), (c) change in social behavior (lack of 
interest and enjoyment, job disability, and/or indecision), 
(d) symptoms of anxiety and agitation (palpitation. 
dyspnea, dizziness, and/or fear), (e) observable retar- 
dation in activity or speech, and (f) somatic delusions 
and delusions of guilt, sin, and poverty. It should be noted 
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that we, in agreement with others,’ included psychotic 
depressive reaction and involutional psychotic depression 
in this diagnostic category. 

Delirium or Toxic Psychosis (Acute Brain Syndrome): 
The factors determining the diagnosis of acute brain syn- 
drome were (a) fluctuating levels of consciousness with 
disorientation, confusion, and memory loss, (b) mis- 
identification of persons and surroundings, (c) poorly 
organized, changing delusions, (d) hallucinations, and 
(e) specific causative factor, such as fever and presence 
of a severe medical or surgical illness. 


Psychopathic Personality (Sociopathic Personality Dis- 
turbance): The patient had a psychopathic personality 
if there was social misbehavior starting before 15 years 
of age and falling under the general headings of (a) 
school difficulties (truancy, suspension, or fighting), 
(b) frequent job changes, (c) vagrancy, (d) excessive 
fighting, impulsive behavior, or outbursts of rage, (e) 
dishonorable military discharge, (f) arrests, (g) poor 
marital-family adjustment and neglect of children, (/) 
obvious and apparently purposeless lying, (7) prostitution 
and sexual promiscuity, and (j) unexplained multiple 
and bizarre medical symptoms. 

Alcoholism and Drug Addiction: The diagnosis of 
alcoholism was based on the use of alcohol in amounts 
and frequency sufficient to cause (a) loss of jobs, (b) 
family trouble, (c) legal trouble, and (d) alcoholic com- 
plications. The same criteria were used for diagnosing 
drug addiction as for alcoholism except that the patient 
used morphine, its derivatives, or barbiturates instead of 
alcohol. 

Mental Deficiency: The patient was classified as men- 
tally deficient if (a) his intelligence quotient was below 
70 as measured by standard psychological tests, (b) he 
was unable to read and write despite school experience, 
(c) he was unable to make a change, and (d) his chron- 
ological age was at least 9 years greater than school grade 
at time of leaving school. 

Anxiety Neurosis: The diagnosis of anxiety neurosis 
was based on (a) breathing difficulties, (b) palpitation 
and chest discomfort, (c) nervousness, dizziness, faint- 
ness, and/or anxiety attacks, and (d) fatigue, lack of 
energy, or limitation of activity. These criteria have been 
set forth in detail elsewhere.” 

Hysteria (Conversion Reaction): The indications for 
the diagnosis of hysteria were (a) multiple, vague, often 
transient, somatic symptoms in many organ systems of 
the body, (b) symptoms of anxiety, (c) sexual frigidity, 
dyspareunia, or sexual indifference, (d) history of pain 
in many parts of the body, such as the abdomen, head, 
pelvic region, limbs, or joints, (e) dramatically and 
vaguely told history, and (f) history of excessive surgical 
operations and hospitalizations. Detailed description of 
these criteria may be found elsewhere.* 


Psychoneurotic Depressive Reaction: A psychoneu- 
totic depressive reaction must be carefully differentiated 
from manic-depressive depression, anxiety neurosis, and 
hysteria. The criteria were (a) less job and social dis- 
ability than in psychotic depression, (b) a depressed 
feeling that is not all-pervasive and responds readily to 
certain environmental influences, (c) absence of many 
of the characteristic physiological symptoms of psychotic 
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depression, and (d) no preexisting anxiety neurosis, 
hysteria, or other diagnosable psychiatric disease. The 
depression in these cases was considered a symptom of 
the preexisting illness. 

Obsessive-Compulsive Neurosis: The diagnosis of ob- 
sessive-compulsive neurosis was based on (a) presence 
of obsessions and/or compulsions, (b) ruminations, and 
(c) symptoms of anxiety. 

For purposes of this paper, patients in whom the 
diagnosis was manic-depressive depression plus chronic 
alcoholism were classified as having manic-depressive 
depression. Similarly, patients in whom the diagnosis was 
psychopathic personality plus chronic alcoholism were 
classified as having psychopathic personality. The pres- 
ence of alcoholism as a second diagnosis was not used as 
a basis for classification. 

The possibility of a disabling and incurable medical 
or surgical disease causing the patient to attempt suicide 
was considered in this study. If, in the examiner’s opinion, 
a patient did not have a primary psychiatric illness as 
defined above and was sufficiently depressed by the 
symptoms of the medical or surgical disease to attempt 
suicide, he was placed in a separate group. 

Patients whose symptoms, course, and signs did not 
allow an unequivocal diagnosis to be made according to 
the above criteria were placed in the undiagnosed group. 
A question considered here was whether any of the pa- 
tients in the undiagnosed group had been clinically nor- 
mal until a few months before the suicide attempt. This 
problem, other questions related to diagnosis, and a pre- 
sentation of other data related to attempted suicide will 
be discussed in a paper now in preparation.* 

The examiner who interviewed the patient made a 
diagnosis in each case. The other two of us reviewed 
each completed record independently and without 
knowledge of the original examiner’s diagnosis. A pa- 
tient was given a diagnosis when two or all three of us 
agreed. If there was no agreement, or if none of us could 
make a diagnosis, the patient was placed in the undiag- 
nosed group. Psychological examinations were done in 
32 cases (29% ) including all instances (except one) in 
which we had some question about the intellectual level 
of the patient. 


Evaluation of the Seriousness of the Attempt.—We 
thought it important to make a careful distinction be- 
tween those patients whose suicidal attempts were serious 
and those whose attempts were not serious (very feeble 
or a gesture). A serious attempt was considered to be one 
in which the patient had done to himself enough damage 
to put him in a serious medical or surgical condition 
(medically serious) or in which the psychiatrist was con- 
vinced the patient had fully intended to commit suicide, 
whether or not he succeeded in doing objectively serious 
damage to himself (psychiatrically serious). 

In order to evaluate whether an attempt was medically 
serious, the medical or surgical condition of the patient 





2. Wheeler, E. O.; White, P. D.; Reed, E. W., and Cohen, M. E.: 
Neurocirculatory Asthenia (Anxiety Neurosis, Effort Syndrome, Neuras- 
thenia): A 20 Year Follow-Up Study of 173 Patients, J. A. M. A. 142: 
878-889 (March 25) 1950. 

3. Purtell, J. J.; Robins, E., and Cohen, M. E.: Observations on the 
Clinical Aspects of Hysteria: A Quantitative Study of 50 Patients and 156 
Control Subjects, J. A.M. A. 146: 902-909 (July 7) 1951. 

4. O’Neal, P.; Robins, E., and Schmidt, E. H.: To be published. 
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at the time of admission was considered. The medically 
serious group was composed of patients whose suicidal 
attempt caused a physical condition that was considered 
serious when one of the following factors was present— 
(1) coma following the use of a depressant drug, carbon 
monoxide, or illuminating gas (drowsiness or slurred 
speech was not scored as serious); (2) bloody diarrhea 
with cramps following ingestion of a systemic poison; 
(3) a penetrating injury of the head, thorax, or abdomen 
caused by gunshot (a shot that involved only the skin or 
subcutaneous tissue was not scored as serious); or (4) 
a laceration of the wrist that severed the radial artery, 
median nerve, ulnar nerve, or any tendon other than the 
palmaris longus or the flexor carpi ulnaris. No cases in 
which patients attempted drowning, throat-cutting, hang- 
ing, or leaping turned out to be medically or surgically 
serious. , 

In order to evaluate whether an attempt was psychi- 
atrically serious, the psychiatrist discussed with the pa- 
tient the history of the attempt and his feelings about his 
failure and made a psychiatric diagnosis. Other clinical 
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from records of death certificates, by personal interview, 
by interview with the patient’s family, friends, or phy. 
sician, by information from prison officials, and/or by 
examining hospital records. 

Statistical Analysis.—The data were analyzed statisti. 
cally by previously described methods.*® A significance 
ratio of 2 or greater, corresponding to odds of about 
20 to 1, was accepted as indicating a statistically valid 


difference. 
RESULTS 


General Characteristics of Patients—There were 49 
men (45% ) and 60 women (55% ) in the series (table 
1). This finding of a preponderance of women is also 
reported in other studies * of attempted suicide. The 
average age of the entire group was 39.2 years, that of 
the men being 44.7 years and that of the women being 
34.7 years. This 10 year difference in average age be- 
tween men and women was statistically significant (sig- 
nificance ratio, 3.8). All the patients were white, since 
the hospital does not admit Negro patients. The methods 
employed for the suicide attempt are indicated in table 2, 


TABLE 1.—Age, Sex, and Diagnosis of Patients Who Attempted Suicide 





Patients in Each Diagnostic Group 





Men 
—_ 


Total 


Women Patients Mean Age, Yr. 








Diagnostic Group 
Manic-depressive depression 
Psychopathic personality 
Chronie alcoholism 
Hysteria 
Dementia 
Schizophrenia 
Drug addiction 
Toxie psychosis * plus alcoholism 
Other diagnoses t 
Undiagnosed 


CIiInrF NON WHOHWWWS 


lam 


No. % Women Group 
13 22 J 62.3 
8 13 J ‘ 23.3 
3 J 40.0 
22 s 80.2 
5 . 70.7 
5 80.0 $ 31.3 
2 37.5 i 34.3 
0 67.0 — 67.0 
5 54.0 . 38.6 
23 21 26.7 J 98.1 


— 
w@ we 


109 44.7 & 89.2 





* The toxic psychoses were not related to alcoholism but were secondary to coexisting medical illnesses. 
+ This group includes one man and three women. The man was mentally deficient; one of the women had hysteria plus convulsions and dementia 
secondary to congenital disease of the brain or to birth injury; the second woman was mentally deficient and had an obsessive-compulsive neurosis; and 


the third woman had postencephalitic Parkinsonism. 


indexes were also used. The psychiatrist then evaluated 
the patient’s suicidal intention as “serious,” a “gesture,” 
or “no opinion,” if he could not decide whether the intent 
was serious or a gesture. The psychiatrically serious 
group was composed of patients whose suicidal intention 
was evaluated as serious. During the course of the 
study, an attempt was made to define more precisely the 
clinical criteria on which the judgment of psychiatrically 
serious was based so that they would be useful to the 
physician. 

Follow-Up Studies.—Follow-up information was ob- 
tained 4 to 11 months (average, 8 months for the living 
patients) after the patient was studied. Follow-up data 
about every patient were obtained from coroner’s records, 





5. (a) Moore, M.: Cases of Attempted Suicide in a General Hospital: 
A Problem in Social and Psychologic Medicine; Report on Local Condi- 
tion, Including Survey of 1,147 Records of Attempted Suicide Cases 
Admitted to Boston City Hospital, New England J. Med. 217: 291-303, 
1937. (b) Hendin, H.: Attempted Suicide: A Psychiatric and Statistical 
Study, Psychiatric Quart. 24: 39-46, 1950. (c) Piker, P.: 1,817 Cases of 
Suicidal Attempt: A Preliminary Statistical Survey, Am. J. Psychiat. 
95: 97-115, 1938. 

6. Werner, S.: Attempted Suicide Among Veterans: A Comparative 
Study of 50 Cases, J. Nerv. & Ment. Dis. 111:451-468, 1950. Siewers, 
A. B., and Davidoff, E.: Attempted Suicide: A Comparative Study of 
Psychopathic and General Hospital Patients, Psychiatric Quart. 17: 520- 
534, 1943. Moore.®* 





The finding of a high frequency of drug ingestion, cutting, 
and inhalation of gas is similar to findings in other stud- 
ies.° The economic level of this group of patients was 
probably higher than that of usual city hospital patients, 
because they were all brought to the hospital for emer- 
gency treatment; for example, 45% of these patients had 
seen their own private physician within three months 
before their admission. It is probable, therefore, that 
this series of patients includes the kinds of patients a 
physician sees in his private practice. 

Diagnostic Features of Entire Group.—Two-thirds 
(67%) of the entire group were in the five diagnostic 
categories, manic-depressive depression (including invo- 
lutional melancholia), psychopathic personality, chronic 
alcoholism, hysteria (conversion reaction), or dementia 
(chronic brain syndrome) (table 1). If the undiagnosed 
group is excluded, then patients with the diagnoses listed 
above constitute the surprisingly high proportion of 84% 
of the remaining patients. 

Another finding of importance was the complete ab- 
sence of any patient with anxiety neurosis. Since this is 
probably the commonest psychiatric disease—about 5% 
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of the entire population "—and the type of neurotic pa- 
tient most frequently seen and treated by the practicing 
physician, it is helpful to know that these patients, even 
when they feel depressed, will rarely make a suicide 
attempt. It was of interest that in no patient was the diag- 
nosis of psychoneurotic depressive reaction made. 


There were 21 patients (19% ) who did not meet the 
minimum criteria for any of the diagnoses. It is our im- 
pression that the undiagnosed group is this large because 


TABLE 2.—Methods Employed in Suicide Attempts 


% of 
Total 
% of % of No. of 


Men Women Patients 


Method (49) (60) (109) 
Ingesting GTUGS.....ccccccccccccccccccccccese 34 60 49 
Cutting OF GAGRING......ccccccccccccccccses 42 16 26 
Inhaling GOS OF OO....cccccccsccccscccorecese 4 13 9 
LEADIRE cvcccceccccssccoccscocevecsossosccces 14 3 8 
COU vneccies s0nsedicéscovccsvttovesicvere 6 3 4 
DE pinincethe8 06tkiesoanchdbeuetecees 0 3 2 
BO socckescsovesiennavestarstscseeecems 0 1 1 
CROMER cess ccevecesctsercoscosctonesesessees 0 1 1 


psychiatric diagnoses must usually be made exclusively 
on the basis of carefully defined clinical criteria without 
confirmatory physical findings, laboratory data, or patho- 
logical lesions. As a consequence, atypical cases that do 
not fit the clinical criteria exactly or cases early in the 
course of the disease may be undiagnosed. In this group 
of 21 patients without diagnoses there were 6 in whom 
the probable diagnosis was psychopathic personality; 
3, hysteria or psychopathic personality; 2, chronic alco- 
holism; 2, schizophrenia or manic-depressive psychosis; 
one, hysteria; and 7 patients in whom even a probable 
diagnosis was not made. There was no person who was 
thought to be normal prior to the attempt. It should be 
noted at this point that two of us had a preconceived idea 
that apparently (clinically) normal persons attempt sui- 
cide; therefore, each patient in the undiagnosed group 
was carefully considered as a possibly normal person. 


Classification of Patients —The patients were put in 
two groups on the basis of the seriousness of their attempt 
(table 3). Thirty-five patients (32% ) formed the serious 
group; the remaining 74 patients (68% ) formed the not- 
serious group. The former group consisted of patients 
whose attempt resulted in a medically or surgically seri- 
ous condition (medically serious) and patients whose 
intent was considered serious by the psychiatrist, regard- 
less of the medical seriousness of the attempt (psychi- 
atrically serious). As would be expected, some of the 
patients who had psychiatrically serious conditions also 
had medically serious conditions (table 3). Examples of 
the three types of patients included in the serious group 
and one in the not-serious group follow. 


Case 1 (psychiatrically serious but not medically serious).— 
A 71-year-old retired businessman became despondent after the 
sale of some real estate. Although he had actually realized a 
profit, he believed that he had lost money and had destroyed his 
security. One night after talking with his wife about this, he cut 
his wrists and throat very superficially. Shortly thereafter he was 
admitted to the hospital. He appeared very retarded and de- 
pressed and responded slowly and briefly to questions. When 
asked about his suicide attempt, he said that he wanted to die, 
that he did not want to live in poverty, and that the future held 
nothing but misery for him. Despite the trivial nature of the 
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wounds, this attempt was considered psychiatrically serious. 
This initial impression was borne out by the patient's suicide 
nine days later. 

Case 2 (medically serious but not psychiatrically serious).— 
After an attack of primary atypical pneumonia this 46-year-old 
housewife had persistent symptoms of anorexia, insomnia, and 
constipation. After her only son was drafted into the Army, 
these symptoms became worse and she began having crying 
spells and became irritable. On the night of admission, she had 
visited a tavern with her husband. She became irritated when 
her husband did not leave as early as she desired. As they argued 
on the way home she became angrier. On arriving home, she 
went to her bedroom and drank “some of my green sleeping 
medicine,” telling her husband she was going to do it. At the 
time of admission to the hospital she was breathing stertorously, 
could not be aroused, and responded minimally to painful 
stimuli. When asked later whether she had expected the sleeping 
medicine to cause her death, she said that she had not because 
she thought she had previously taken this same dose without 
serious effects. 


Case 3 (medically serious and psychiatrically serious).—A 
32-year-old housewife who had had two previous episodes of 
severe depression following childbirth had given birth to her 
third child nine months before admission. She had been de- 
pressed since that time and had thought about suicide for several 
months. One morning while feeling “completely overwhelmed 
by everything” she cut her throat and both wrists. She was found 
by a neighbor who “dropped in.” She had severed several ten- 
dons in her left wrist, which required a plaster cast, and had a 
deep cut through the muscles of her neck. She stated that she 
was sorry that she had not died. 

Case 4 (not medically serious and n»t psychiatrically serious). 
—A 19-year-old salesman had been having numerous arguments 
with his wife who had told him a few nights before Christmas 
that she wanted a divorce. He stated that he was “sentimental” 
and could not stand having an unhappy Christmas. While sitting 
on the bed, he began to drink tincture of iodine mixed with 
Pepsi-Cola and spilled some that blackened the sheet. This 
frightened him, and he told his wife what he had done. She 
called the police who brought him to the hospital. He stated that 
he thought this would have killed him if he had drunk all of it. 


Comparison of Serious and Not-Serious Groups.— 
The number of persons in each group, according to diag- 
nosis, is shown in table 4, which indicates that manic- 
depressive depressions and dementias were significantly 
more frequent in the serious group than in the not-serious 
group. Over one-half (54% ) of the patients in the seri- 
ous group had one of these diseases. In contrast, psycho- 


TABLE 3.—Patients Grouped According to Seriousness of Their 
Suicide Attempts 


Seriousness of Attempt Men Women Total 
Mg iva ccnn stead enstsedereoes 5 15 20 
Papetatstenhy GOTO. ..ccccccccsccvccecoces 9 15 24 

a ci) tie 13° 29" 35" 





* One man and eight women were considered in both a medically and 
a psychiatrically serious condition. 


pathic personality, chronic alcoholism, and the undiag- 
nosed category occurred with a significantly greater 
frequency in the not-serious group than in the serious 
group. These three categories of patients made up almost 
two-thirds (64% ) of the not-serious group. 


Looking at these data from the point of view of the 
frequency of occurrence of serious suicide attempts 
within the various diagnostic groups, the attempt was 
considered serious for 67% of the patients with manic- 





7. Cohen, M. E., and White, P. D.: Life Situations, Emotions and 
Neurocirculatory Asthenia (Anxiety Neurosis, Neurasthenia, Effort Syn- 
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depressive depression and for 58% of the patients with 
dementia. The attempt of only 7% of the patients with 
chronic alcoholism, of only 6% of the patients with psy- 
chopathic personality, and of 10% of the patients with 
no diagnosis was considered serious. 


Mental Status: Examination of the mental status of 
the patients revealed that the patients in the serious group 
differed from those in the not-serious group in their gen- 
eral appearance, behavior, speech, orientation, and mem- 


TABLE 4.—Comparison of Diagnoses in the Serious Group with 
Those in the Not-Serious Group 


% ot % ot Not- 
Serious Serious 
Group Group Significance 
Diagnosis (35)* (74) Ratio 
Manie-depressive depression..,........... 34 8 3.4 
Dementia 20 7 
Psychopathie personality 3 
Chronie alcoholism 3 18 
Undiagnosed 
Hysteria 
Schizophrenia 
Drug addiction 
Toxie psychosis and alcoholism 
SN drcinctnakeadeseyowreneds 


te 
SoS or —) 


ooo 


AANAAAN 
to th bw be bs ng tw te be 


_ 


* The medically serious group was very similar to the total serious 
group; the proportion of the patients in each diagnostic category in the 
medically serious group was 35%, 5%, 5%, 0, 5%, 15%, 10%, 10%, 5%, and 
10%, in the order given in the table. 


ory. Patients in the serious group more frequently cried 
while being interviewed (32% versus 15%), were judged 
to have sad facial expressions (77% versus 50% ), had 
a “discouraged” posture characterized by slumped shoul- 
ders (46% versus 11% ), and tended to stare at the floor 
(26% versus 7% ). A few in the serious group (14% ) 
also showed general motor retardation, while this did not 
occur in those in the not-serious group. The patients in 
the serious group tended to speak in a low voice (57% 
as compared with 19% of the not-serious group), to 
speak slowly (46% versus 9% ) and with frequent pauses 
(32% versus 3% ), and to delay their responses to ques- 
tions (29% versus 11% ) or to give brief answers of the 
yes or no type (17% versus 4% ). It should be empha- 
sized that these evidences of severely depressed affect 
were present in the patients who made serious suicide 
attempts, regardless of the primary psychiatric diagnosis. 
Since these changes in speech and motor activity were 
largely independent of the diagnosis, they provide an 
additional means of evaluating the seriousness of the sui- 
cide attempt. As we would expect from the fact that the 
serious group contained most of the patients with de- 
mentia, significantly more patients in the serious groups 
showed loss of remote memory (23% versus 7% ) and 
did not know that they were in the city hospital at the 
time they were being interviewed (6% versus none). 
Other findings, such as the occurrence of delusions or 
hallucinations, lack of insight, or poor judgment, did not 
differ significantly in the two groups. 

Age: The age in the serious group averaged 48.7 years 
and in the not-serious group, 34.7 years. This difference 
was statistically significant, significance ratio of 3.8. 
When patients with dementia and manic-depressive de- 
pression were excluded, it was of interest that the aver- 





8. Arieff, A.; McCulloch, R., and Rotman, D.: Unsuccessful Suicidal 
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age age of the patients remaining in the two groups did 
not differ significantly (serious, 33.6 years and not-serj- 
ous, 31.4 years). 

Other Findings in the Groups: The patients in the 
serious group differed from those in the not-serious group 
not only in diagnosis and mental status but also in some 
of the reasons they gave for attempting suicide, in curren; 
problems they were experiencing, in their own evaluation 
of the seriousness of the attempt, and in the frequency 
with which they informed someone of their attempt im- 
mediately before or after doing it (table 5). Of the many 
reasons offered for attempting suicide, there were onl 
two that differed significantly in the two groups. Those 
in the serious group more frequently (9% versus 1%) 
felt that they were “in the way” or that “everybody would 
be better off without me.” None in the serious group felt 
he had attempted suicide to gain attention, whereas 19% 
in the not-serious group offered this reason. Some of the 
reasons given by both groups with an approximately 
equal frequency were feelings of depression, excessive 
drinking, difficulties with parents, and loss of children by 
death or separation. 


There were significant differences between the two 
groups in certain current problems they were facing. The 
recent death of a family member or a close friend had 
occurred more frequently in the serious group (table 5). 
Problems associated with marital incompatibility, divorce 
or separation, and unrequited love were significantly less 
frequent in the serious group (table 5). Other current 
problems investigated, which did not differ significantly 
in the two groups, were trouble at work, 24% of all pa- 
tients, difficulties with parents, 18%, financial distress, 
12%, presence of a chronic illness, 8%, legal difficulties, 
including those associated with both marital difficulties 
and criminal activity, 6% , and legitimate pregnancy, 3%. 


TaBLE 5.—Comparison of Occurrence of Some Features of the 
Serious Group with Those of the Not-Serious Group 
% of 

% ot Not- Signifi- 

Serious Serious cance 

Group Group Ratio 

Current problems 

Death in family or of friend 11 2.0 
Break-up of marriage or engagement... . 27 2.2 
Marital incompatibility § 68 3.6 
Frustrated love relationship 3 38 3.3 


Drinking just before attempt 51 


Reasons for attempt 
Feels in the way; a burden 
Gain attention 


Informed someone of attempt 


Patients’ evaluation of sericusness 
Serious 
Gesture 


The patients in the not-serious group were more fre- 
quently drinking at the time of the attempt, 51% com- 
pared with 14% of the serious group (table 5). This 
excess of patients in the not-serious group cannot be 
wholly attributed to the inclusion of most of the chronic 
alcoholics in this group. Arieff, McCulloch, and Rotman * 
reported that “40 to 50%” of their group who attempted 


suicide had been drinking at the time of the attempt, 


this compares with 39% of our entire group. 
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The patients in the serious group stated twice as often group, very infrequently told their physicians of their 
as those in the not-serious group that their attempt was suicidal plans, despite the fact that they frequently told 
serious (66% versus 33% ). Furthermore, only 6% of the physician of their depressed feelings. We have the 
those in the serious group stated the attempt was merely impression that the patient’s reticence to volunteer his 
a gesture, compared with 27% of the not-serious group. suicidal ideas to the physician is not a necessary part of 
The patient’s statement about the seriousness of the at- the clinical picture of attempted suicide. If the physician 
tempt was elicited by direct question; for example, “Do is aware of the possibility of suicide and asks about it," 
you consider that your attempt was a serious one and the chances are that the patient would readily tell him 
that you really wanted to die?” Because these differences about his suicidal thoughts. 


probably entered into our evaluation of the seriousness 
of the attempt, it was to be expected that they would be 
statistically significant. The follow-up data, however, also 
confirm the importance of paying close attention to the 
patient’s statement. 

The serious patients seldom informed anyone of their 


PREVIOUS SUICIDE ATTEMPTS OF THE PATIENTS 
AND THEIR FAMILIES 
One-fourth (26 patients) of the total group (24% of 
the serious and 24% of the not-serious groups ) had made 
at least one unsuccessful suicide attempt prior to the 


attempt either immediately prior to or just after it (12%), present one. These 26 patients had made a total of 41 
while 34% in the not-serious group did so. Other related previous attempts. Repeated attempts most frequently 
findings that might have been expected to differ signif- occurred in the psychopathic personality group (7 pa- 
icantly in the two groups but did not do so were that the tients with 17 attempts). There were six patients with 
patient made the attempt while others were present (seri- hysteria; each of these had made one previous attempt. 
ous, 21% , and not-serious, 28% ), that the patient initi- Thus, half of the patients with previous attempts had 


TABLE 6.—Status of Patients as Shown by the Follow-Up Study 
Pp b 











Serious Group (35) Not-Serious Group (74) Total (109) 
——E = > Eee a _— a, 
I ii a iddhanhethidinn eetawetueduan ah einen saws onis 6 (17%)* 3 ( 4%)* 9 ( 8%) 
 iktoadsrecesveKtikawpascasenes re 5ictecsria eats 2 ( 6%)* 0 ( 0%) 2 ( 2%) 
I 6s cncdcnncedamnawecedenns altel tata ‘ ime 4 (11%) 8 ( 4%) 7 ( 6%) 
BED cacicctceeaevacveresinpeieacadereneaet ekeewmes = 20 (83%)* 71 (9%6%)* 100 (92%) 
Subsequent unsuecessful suicide attempt. ; - 3 ( 9%) 5 ( 7%) 8 ( 8%) 
No subsequent attempt...... i$es - ‘ ie 26 (74%) 66 (89%) 92 (84%) 
Length of follow-upt 
NN oi cocneiusausvacaboudesddsdunsiawesads peau 7.8 8.0 7.9 
is cases ecavsnescesertdanwaceee sicieatabnat 8.0 8.0 8.0 
_s These differences between the serious group and not-serious group were statistically significant; the significance ratios were 2.5, 2.9, and 2.5, respec- 
ee he patients who had died were excluded from the calculation of the mean ar@i the median. 
ated his own rescue (8% versus 18%), and that the hysteria or psychopathic personality. There was a family 
patient regretted that he did not succeed (26% versus history of successful or attempted suicide in 11% of the 
23% ). total group. 
POSSIBILITY OF PREVENTING SUICIDE DATA OBTAINED BY FOLLOW-UP 
The possibility of preventing a suicide attempt de- At the time of follow-up (an average of eight months 
pends in large part on whether the patient has prior from the time of the original interviews at the city hos- 
thoughts or plans and, if so, whether he communicates pital), information was obtained about every patient in 
them. Of the whole group, 47% (64% of the serious the study (table 6). 
patients and 39% of the not-serious) had thought about Survival: One hundred patients (92% ) were found 
suicide prior to the attempt; 23% (34% and 18% ) had to be alive, and nine patients (8%) had died. Of the 
plans to commit suicide; and 48% (67% and 40% ) had nine patients who were dead, two had committed suicide, 
told someone about their depressed feelings. Of the total Six had died of various diseases (arteriosclerotic heart 
soup, 35% (34% and 35% ) had told someone of their disease with congestive failure, coronary infarction, puru- 


lent meningitis of unknown cause, generalized arterio- 


suicidal plans or thoughts prior to the attempt. In spite ; 
sclerosis, arteriosclerotic gangrene of the leg, and tabes 


of the fact that 57% of the patients (71% and 49% ) : ; 
were under a physician’s care, only 8% (3% and 10% ) dorsalis), and — _pegagen a been murdered. 

had told the physician of these ideas or plans. The vast Death from Suicide.—Both patients who successfully 
majority of the patients who had told anyone had told a committed suicide during the follow-up period had orig- 
member of the family, a relative, or a friend. Review of inally been classified as serious. No patient in the not- 
these data makes the following points evident. 1. Pre- serious group killed himself within the follow-up period. 
vention of the suicide attempt based on the patient’s com- This difference between the number of successful suicides 
munication of intent was not possible in over half (53% ) in the serious group as compared with those in the not- 


of the patients because they had no prior thoughts of 





9. Oliven, J. F.: The Suicidal Risk: Its Diagnosis and Evaluation, 


suicide. 2. The patients, especially the ones in the serious New England J. Med. 245: 488-494, 1951. 
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serious group was statistically significant (significance 
ratio of 2.2). While more of the patients in the serious 
group also died from causes other than suicide, the dif- 
ference with respect to other causes of death was not 
significant. It is probable that the higher incidence of 
deaths from causes other than suicide in the serious 
group reflects the fact that the patients in this group were 
somewhat older than those in the not-serious group. 

The two patients who subsequently committed suicide 
were men. One was the 71-year-old businessman, in 
whom the diagnosis was manic-depressive depression 
and who was considered psychiatrically serious; his his- 
tory was briefly described above. While on the closed 
ward of a mental hospital, he committed suicide by hang- 
ing himself with bed sheets only nine days after making a, 
medically speaking, very trivial attempt. At the time of 
his unsuccessful attempt, the second patient, a 61-year- 
old factory worker, had a toxic psychosis secondary to 
fever and malaise associated with pulmonary tubercu- 
losis. He was also a chronic alcoholic. He was comatose 
and cyanotic on admission as a result of taking a large 
overdose of a barbiturate. Vigorous treatment was neces- 
sary to revive him. Largely because he stated that he did 
not think his attempt would succeed and that he thought 
someone would find him in sufficient time to save him, 
he was not considered psychiatrically serious but was 
placed in the “no opinion” group. One month after ad- 
mission to the hospital, he was transferred to the city 
tuberculosis sanatorium. After a month’s stay, he signed 
out against advice. Two months after leaving the sana- 
torium, while still ill and weak, he committed suicide in 
his own garage by means of carbon monoxide poisoning. 
It is not known whether he had a toxic delirium at the 
time he killed himself. 

These two patients were both from the serious group; 
the first was in a psychiatrically serious condition and the 
second in a medically serious condition. This suggests 
that our empirical decision, made at the beginning of the 
study, to classify both the psychiatrically serious and 
medically serious patients in a single serious group was 
justified. Any patient who is classified as serious by either 
of our criteria should be considered as a serious suicidal 
risk, and appropriate measures for his protection should 
be instituted. 

The difference in the number of successful suicides in 
the serious as compared with those in the not-serious 
group might well have been even greater had patients in 
the serious group not been hospitalized significantly 
longer than those in the not-serious group. One-half of 
those in the serious group were hospitalized over 30 days, 
as compared with only 16% in the not-serious group; 
in contrast, only 18% (7 patients) of the serious group 
as compared with 47% of the not-serious group left the 
hospital within two days of the attempt. During the fol- 
low-up period, none of the patients in the not-serious 
group successfully committed suicide, despite the fact 
that they received less protection through hospitalization 
against further suicide attempts than those in the serious 
group. However, even the seven patients in the serious 
group who were discharged or who signed out against 
advice within two days after their attempt did not commit 
suicide during the follow-up period. This indicates that 
being placed in the serious group did not necessarily 
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mean that a patient would comnit suicide if he was no 
hospitalized for a prolonged period. 

Subsequent Unsuccessful Suicide Attempts.—Among 
those patients who were still alive at the time of folloy. 
up, eight (8% ) had made another unsuccessful suicide 
attempt after they were originally seen. Three of thes 
patients had originally been classified in the serious and 
five in the not-serious group. Only one patient (psycho. 
pathic personality) made two unsuccessful attempts dur. 
ing this period. This patient and one other (senile de. 
mentia) made their subsequent suicide attempt two 
weeks after the attempt that led to their original inter. 
view. The other six patients made their subsequent «t- 
tempt three to seven months after the original attempt. 


COMMENT 

A follow-up study of 109 intensively studied patient 
who had unsuccessfully attempted suicide was done eight 
months after their attempt. Two patients subsequently 
killed themselves. They constituted 2% of the entire 
group. That these two patients had been classified in the 
serious group, according to the criteria described in detail 
above, seems to justify our grouping. Both of these pz- 
tients, like many other persons who commit suicide, had 
treatable or self-limited diseases (manic-depressive de- 
pression and toxic delirium). If they had been prevented 
from committing suicide until the underlying illness had 
disappeared, they might still be useful citizens. From 
another point of view, a 2% mortality rate in modem 
medical practice is too high when the patient is suffering 
from a treatable or self-limited disease. The findings in 
this study indicate that the commonly held idea that 
patients who only attempt suicide never kill themselves 
is false; on the other hand, not every patient who un- 
successfully attempts suicide must necessarily be hospi- 
talized or intensively treated in order to prevent his 
successful suicide. Proper management by the physician 
of a patient who has attempted suicide should depend 
on his decision of whether the patient has made a serious 
attempt. It is our impression that, if the attempts are 
considered serious, all such patients should be hospital- 
ized immediately for further evaluation. If the attempts 
are not serious, hospitalization should be considered onl; 
for the patients with manic-depressive depression or de- 
mentia. Other not-serious patients should rarely be 
hospitalized. 

In this study long-term management by psychotherap) 
or various forms of shock therapy was not considered. 
The emphasis has been on the immediate classification 
and management of these patients. Every diagnostic 
group contained patients who had made a serious at: 
tempt as well as patients who had made a not-serious 
attempt; therefore, there was no diagnosis made in this 
study that would absolutely preclude the possibility of 3 
subsequent successful suicide. There were no patients 
who had an anxiety neurosis. Also, there were no p* 
tients with a psychoneurotic depression, although thi 
diagnosis was carefully considered. This would seem (0 
contradict the prevalent idea that patients with such é 
condition frequently attempt suicide. It should be pointed 
out, however, that any patient with hysteria (the onl) 
“neurosis” that occurred in this study) who became tem 
porarily depressed was given a diagnosis of hysteria a0¢ 
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not of psychoneurotic depression. This study indicates 
that depressed feelings in hysteria can be severe enough 
to lead a person to make a serious suicide attempt, a fact 
contrary to the idea held by many physicians. 

Many studies, including this one, have shown that pa- 
tients who make serious suicide attempts are older than 
those who make only gestures. By omitting the patients 
with manic-depressive depression and dementia, how- 
ever, it was found that the average ages of patients in the 
serious group and not-serious group did not differ sig- 
nificantly, which suggests that the fact that older persons 
make more serious suicide attempts than younger ones 
is not simply a function of age but is correlated with the 
occurrence of manic-depressive depressions ' and de- 
mentias in the older age groups. 


SUMMARY AND CONCLUSIONS 


Of 109 patients interviewed immediately after their 
suicide attempt, follow-up study revealed that only 2 
patients successfully committed suicide after the unsuc- 
cessful attempt. Prior to the time of follow-up, the 
patients were classified in a serious group and a not- 
serious group. Our classification of the patients into these 
groups was substantiated by the fact that the two who 
made a later successful attempt had originally been classi- 
fied in the serious group. 

Two-thirds of all the patients were in one of five diag- 
nostic groups—manic-depressive depression (including 
involutional melancholia), psychopathic personality, 
chronic alcoholism, hysteria, or dementia (vascular dis- 
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ease of the brain or senile psychosis). In patients with 
a manic-depressive depression or a dementia who have 
made a suicide attempt, the risk of a subsequent success- 
ful suicide is probably great, whereas, in patients with 
psychopathic personality or chronic alcoholism, the risk 
is probably small. 

Other factors beside the diagnosis that were helpful in 
distinguishing a patient in the serious group from one in 
the not-serious group included differences on mental 
status examination and in statements by the patient con- 
cerning the seriousness of his attempt and the reasons 
for it. The findings that seem most helpful in differenti- 
ating the serious patient from the not-serious patient are 
those that are readily obtainable while taking a history 
and observing the patient. While some clinical knowl- 
edge of psychiatric disease is indispensable to a proper 
evaluation of these patients, special techniques and 
training are not needed. The entire 109 patients were 
in 10 different diagnostic categories, indicating that at- 
tempted suicide is a symptom of many different psychi- 
atric illnesses. 

It is our impression that all serious patients who have 
attempted suicide should be hospitalized, whereas the 
not-serious patients who have attempted suicide should 
rarely be hospitalized, unless they have a manic-depres- 
sive depression or a dementia. The results of this study 
suggest that it would be of value to continue and extend 
the present type of study to other patient groups. 


4580 Scott Ave. (10) (Dr. Robins). 





NEONATAL HEPATITIS 


REPORT OF A CASE SIMULATING OBSTRUCTIVE JAUNDICE 


Mervyn U. Schwartz, Richard A. Gilman, Morton Schwartz, Senior Assistant Surgeons, 
U. S. Public Health Service (Res.), 


Janet Settle, M.D., Tacoma, Wash. 


Infectious hepatitis and homologous serum jaundice 
are well-known disease entities affecting children and 
adults; however, hepatitis affecting the newborn is rarely 
considered and infrequently described. Craig and Land- 
ing * collected only 20 cases over a 10 year period (1941- 
1952) from the Boston Childrens Medical Center. These 
few cases were collected from a total of 2,500 autopsy 
protocols, 70 liver specimens taken at biopsy and 103 
liver specimens obtained at post mortem. A report from 
the Armed Forces Institute of Pathology,? to which a 
slide prepared from a specimen taken from our patient 
was submitted, concurred with the diagnosis and stated 
that it was the “first biopsy specimen. of this condition 
in the Registry of Hepatic Pathology.” The Institute did 
have several examples on file, however, from autopsy 
cases. Hsia * and associates reviewed 156 cases of pro- 
longed obstructive jaundice in infancy and found only 
four cases of hepatitis. Because of the relative infre- 
quency of its description in the literature and the prob- 
lem of differentiating this condition from surgically 
amenable jaundice, we are reporting this case. 


REPORT OF CASE 


The patient was a 9-week-old American Indian infant boy 
who was delivered normally and spontaneously and who weighed 
8 lb. 8 oz. (3,856 gm.) at birth. The condition of the baby at 
birth was considered good. When he was 3 days old, his mother 
noted that the stools were “very light” in color. The stools re- 
mained “light,” and after two weeks the child’s eyeballs and skin 
became yellow. When he was 3 weeks old, the urine became 
dark. Because of the progression of these signs, the mother 
sought hospital admission for the child. The child had had no 
anemia, convulsions, snuffles, vomiting, or rash, and no hemor- 
rhagic tendencies were noted after circumcision. At 1 month 
and at 6 weeks of age, the child had upper respiratory tract 
infections for which he was treated with penicillin and given 
a liquid medicament for five days. The child’s development 





From the Tacoma Indian Hospital. 

The opinions expressed are those of the authors and do not necessarily 
reflect those of the United States Public Health Service or of the Office 
of Indian Affairs. 

1. Craig, J. M., and Landing, B. H.: Form of Hepatitis in Neonatal 
Period Simulating Biliary Atresia, A. M. A. Arch. Path. 54: 321 (Oct.) 
1952. 

2. Thompson, R. M.: Communication to Chief of Laboratory Service, 
U. S. Public Health Service Hospital, Seattle, Wash. 

3. Hsia, D., and others: Prolonged Obstructive Jaundice in Infancy, 
A. M. A. Am, J. Dis. Child, 84: 470 (Oct.) 1952. 
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appeared normal. He was breast-fed until his admission to the 
hospital. Supplementary feedings of evaporated milk and cereals 
were started at 1 month, and fruit juice was started at 6 weeks. 
Administration of Tri-vi-sol (dietary supplement, 0.6 cc. of which 
contains 5,000 units vitamin A, 1,000 units vitamin D, and 
50 mg. ascorbic acid) was begun at 1 month of age. 

The infant was the first child of a 19-year-old mother and a 
26-year-old father. The parents had been married 1 year, and 
both denied ever having syphilis. Their Wassermann tests, which 
were negative, had been done at the time of their marriage. 
The mother’s health during her entire pregnancy was good. She 
denied any history of jaundice, clay-colored stools, or dark 
urine during her entire lifetime. She had never received either 
whole blood or plasma. 

Physical examination of the child revealed a well-developed 
and well-nourished boy, in no acute distress, who did not appear 
chronically ill. The skin and scleras were moderately jaundiced 
but not of a greenish tint. The anterior fontanel was about 2 


rar 2 a 7 * 


Photomicrograph (x 465) of liver specimen taken at biopsy. Hema- 
toxylin and eosin stains were used. 


cm. by 2 cm. and not bulging. The eyes, ears, nose, and throat 
were normal except for the yellow color of the scleras and 
the hard palate. The neck was supple, and no lymph nodes were 
noted. The lungs were normal. The heart was not enlarged, 
and no murmurs were heard. The abdomen was soft, flat, and 
nontender. The liver edge was palpable 3 cm. below the right 
costal margin. The edge was sharp, smooth, and firm. The spleen 
was not palpable, and the area of splenic dulness was not in- 
creased. No masses were palpable. No enlarged lymph nodes 
were noted. The genitals and extremities were normal. The re- 
sults of neurological examination were normal. The clinical im- 
pression on admission was that the child had obstructive jaundice 
probably due to atresia of the biliary tree. 





4. Stokes, J., Jr., and others: Viral Hepatitis in Newborn, Transactions 
of the American Pediatric Society, A. M. A. Am. J. Dis. Child. 82: 213 
(Aug.) 1951. 

5. Apley, J., and Wallis, H. R. E.: Homologous Serum Jaundice in 
Infancy, Brit. M. J. 1: 197 (Jan. 31) 1948. Lipman, B. L.: Fatal Virus 
Hepatitis Occurring in Infant Three Months of Age, J. A. M. A. 144: 
1090 (Nov. 25) 1950. Stokes and others.‘ 
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Laboratory Findings.—Laboratory studies revealed negative 
or normal findings in these tests: chest roentgenogram, hemo- 
gram, Coombs test, bleeding time, coagulation time, clot re- 
traction time, and Mazzini test with serum. The stool urobilino- 
gen was at the lower limit of normal, 50 mg. per 100 gm. of 
stool, but only 5 gm. of stool were excreted in 24 hours, for a 
total 24 hour stool excretion of urobilinogen of 2.5 mg. The 
major blood group was type A, Rh positive. Both of the 
parents were also Rh positive. The liver profile was markedly 
abnormal, showing an icterus index of 96.7 units, thymol 
turbidity 2 units, and cholesterol ester 85 mg. per 100 cc, 
(When tests were made five days later, the amount of total 
protein was 4.95 gm. per 100 cc., the albumin fraction was 3.5 
gm. per 100 cc., and the globulin fraction was 1.45 gm. per 100 
cc.) The following findings pointed to extrahepatic biliary tract 
obstruction. There was bile in the urine and an absence of uro- 
bilinogen. The stools were acholic. The direct serum bilirubin 
test showed 8.75 mg. per 100 cc. The alkaline phosphatase value 
was 24.6 Bodansky units. The prothrombin time returned from 
36% of normal to normal after the parenteral administration 
of vitamin K. The cephalin-cholesterol flocculation was 4+, 
which we attributed to severe liver damage caused by the pro- 
longed obstruction. This damage was also evidenced by the 
hypoproteinemia present. Because we could find no significant 
information concerning the cephalin-cholesterol flocculation 
values in early infancy, we felt that the child was entitled to 
exploratory surgery for extrahepatic biliary obstruction. 


Findings at Surgery.—The liver was found to be enlarged and 
extended 3 cm. below the costal margin. It was firm, smooth, 
and purplish-green in color. The common bile duct, common 
hepatic duct, and right and left hepatic ducts were completely 
dissected. The gallbladder and the extrahepatic ducts were en- 
tirely normal, and no intraluminal resistance was met. No bile, 
however, was seen in the extrahepatic biliary system. A tube 
was passed into the gallbladder and the ductal system was irri- 
gated with saline solution. All of the ducts were readily dis- 
tended with the fluid and it passed easily into the duodenum. 
It was noted that after repeated irrigation no bile staining of 
the irrigating fluid occurred. It was felt that no extrahepatic 
obstruction was present. A biopsy of the liver was taken. No 
abnormalities were noted on exploring the abdominal cavity. 
The spleen appeared normal in size. Postoperatively the child’s 
condition remained unchanged. On the third day, the child 
eviscerated. He was returned to the operating room, and the 
surgical wound was resutured. Thereafter values of the liver 
chemistry studies gradually returned toward normal. The icterus 
index of the skin jaundice subsided to 34, after a rise to 112 
one week before surgery, and the size of the liver was reduced. 
By the sixth week postoperatively, the amount of total blood 
proteins had gone up to 5.45 gm., with an albumin fraction of 
4.25 gm. and globulin fraction of 1.2 gm. per 100 cc. Ten weeks 
after surgery, the amount of bilirubin (direct Van den Bergh) 
had dropped to lower levels (1.2 mg. per 100 cc.). The thymol 
turbidity test value had dropped slightly. There were only traces 
of bile in the urine, and there was some urobilinogen present. 
The cephalin-cholesterol flocculation value, however, still re- 
mainded markedly positive (3+ reaction). 

The pathology report stated that, grossly, the liver biopsy 
specimen was intensely green and showed some blurring of the 
lobular pattern. Microscopicaliy, the parenchymal cells were 
irregularly swollen with some cytoplasmic fragmentation. A 
syncytium was formed by some of the cells. Multinucleated 
parenchymal cells were present with up to 10 nuclei. The sinu- 
soids were narrowed by the swollen liver cells. No increase in 
fat or fibrous tissue was demonstrated by regular and special 
stains. The diagnosis was neonatal hepatitis (see the figure). 


PATHOGENESIS 
The etiology of hepatitis of the newborn has not been 
definitely established; both the virus of infectious hepatitis 
and that of homologous serum jaundice have been in- 
dicted.* It has also been postulated that an entircly 
different virus may be the etiological agent. The patho- 
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genesis becomes an even more perplexing problem. The 
possibilities that exist ® are (1) transplacental passage 
of the virus of homologous serum hepatitis from the 
mother, which may have been carried for a prolonged 
time; (2) transplacental transmission of the virus of 
infectious hepatitis from a mother who recently acquired 
the disease but did not demonstrate clinical jaundice; 
and (3) acquisition of infectious hepatitis or homologous 
serum jaundice in the neonatal period by the infant. Of 
these possibilities, the transmission of the virus of homol- 
ogous serum jaundice from the mother appears to have 
the strongest support. Stokes ° and his associates were 
able to transmit the virus of serum jaundice from the 
mother and one of the infants in their series to volunteers. 
He was also able to demonstrate that people may harbor 
the virus of serum jaundice without any history of jaun- 
dice. In our case, we could elicit no history of any acute 
illness during the mother’s pregnancy and especially just 
prior to delivery. Since the virus of infectious hepatitis 
is in the blood stream only during the acute phase of 
the illness, we feel that this rules out the probability of the 
child having acquired infectious hepatitis virus from the 
mother.* Our infant had acholic stools by the first week 
of life and clinically recognizable jaundice by the third 
week. This is evidence against the likelihood of the infant 
newly acquiring infectious hepatitis after birth and points 
to the probability of the transplacental transmission of 
the etiological agent. 


Craig and Landing? have described in detail the 
pathology of hepatitis of the newborn. The major path- 
ological changes in the liver are preservation of the gross 
architecture of the liver lobule; no evidence of regenera- 
tion of the parenchyma; moderate infiltration of the 
portal area with lymphocytes and leukocytes; distortion 
of the liver cell cord pattern due to marked variation in 
the liver cell size and “ballooning” of the cells; multi- 
nucleated giant parenchymal cells diffusely distributed 
throughout the lobules, which are four to five times the 
normal size of the nongiant forms; and degenerative 
changes in the cytoplasm of the giant cells and to a lesser 
extent in the other parenchymal cells. The main differ- 
ence between this pattern and that of adult hepatitis is 
in the absence of areas of necrosis and subsequent 
regeneration. They postulate that this might be due to 
the difference in blood supply of the liver and to the 
resistance to destruction of the liver in infants. 


Routine liver function tests that are of aid in the 
diagnosis of hepatitis in the adult are of similar value in 
the child. For infants, however, the validity of the 
cephalin-cholesterol flocculation and thymol turbidity 
tests has been disputed.’ In the series of cases collected 
by Craig and Landing,' the cephalin-cholesterol floccu- 
lation test was done in only 10 of the 20 cases. With one 
exception, the results were only weakly positive or nega- 
tive. Weller,’ investigating liver function tests, noted that 
the thymol turbidity test was inconsistent in hepatic 
diseases of infancy. It is noteworthy in our case, how- 
ever, that the cephalin-cholesterol flocculation test was 
markedly positive. Whether this discrepancy is actual, 
or due to the small number of cases in which the tests 
have been run remains problematical. 
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COMMENT 

The point of greatest importance in neonatal hepatitis 
is to differentiate it from obstructive jaundice, which is 
amenable to surgery. When jaundice occurs at this time, 
one must first eliminate the possibilities of nonsurgical 
jaundice such as the hemolytic diseases. After this has 
been done, and the cephalin-cholesterol flocculation and 
thymol turbidity tests are negative, laparotomy is indi- 
cated. If these tests are markedly positive, however, 
surgery must be withheld and further diagnostic pro- 
cedures carried out. Many cases of obstructive jaundice 
in the newborn subside spontaneously.* Others have 
cleared after duodenal drainage or surgical irrigation of 
the bile ducts.* The good response of these patients is 
attributed to the passage of mucous plugs or inspissated 
bile. After standardization and further evaluation of the 
liver function tests in infants, the future may reveal that 
a large number of these are in reality due to hepatitis 
of the newborn. 


The prognosis of infants with hepatitis is relatively 
grave. Stokes * reported six deaths in 12 cases, and Craig 
and Landing ‘ reported that 12 in a group of 20 patients 
died during the acute phase of the illness or later from 
its sequelae. This emphasizes the harm that will be 
done if the insults of surgery are added to an infant 
whose liver is already severely damaged. In our patient 
the postoperative morbidity was marked because of the 
evisceration that ensued secondary to the poor wound- 
healing. The liver function tests were still positive 10 
weeks postoperatively. 


6. Stokes, J., Jr.: Studies on Viral Hepatitis, Alpha Omega Alpha 
Lecture, read before the Harvard Medical School, Cambridge, Mass., 
March 20, 1952. 

7. Weller, S. D. V.: Observations on Some Liver Function Tests in 
Infancy, Great Ormond St. J. (no. 1) p. 26, June, 1951. 

8. Gross, R. E.: Surgery of Infancy and Childhood, Philadelphia, 
W. B. Saunders Company, 1953. Moore, T. C.: Common Duct Exploration 
and Drainage for Obstructive Neonatal Jaundice, Ann. Surg. 138: l11 
(July) 1953. 





Treatment of Tuberculosis.—Since the physician’s part in the 
fight against tuberculosis concerns the individual, there is ob- 
viously no room for standardized treatment. . . . Each patient 
presents a problem in the solution of which many factors have 
to be considered: age, sex, occupation, economic status, racial 
susceptibility, the availability of a hospital bed and the various 
elements which enter into the treatment of the disease itself. 
The rapid advances being made in the treatment of tuberculosis 
are creating ever-changing problems. A time-honored modality 
may become obsolete overnight; one of doubtful value may 
gain importance as a result of new discoveries. There is noth- 
ing static about tuberculosis: “basic” principles are subject to 
change; even the tubercle bacillus sooner or later acquires pro- 
tective armament and has to be attacked on constantly shifting 


fronts. . . . The most pressing problem today, as it concerns 
the practicing physician, in the therapy of pulmonary tuber- 
culosis . . . is timing treatment. This involves essentially the 


selective use of bed-rest and graded activities, antimicrobial 
medication and surgery, especially resection. What is generally 
known as the “rest cure” remains the sine qua non of treat- 
ment for the reason that it takes a long time for caseous foci 
and cavities to heal even if they can become sterilized.—E. H. 
Rubin, Therapy of Pulmonary Tuberculosis with Special Refer- 
ence to Antimicrobial Treatment and Resection, Annals of In- 
ternal Medicine, March, 1954. 
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SPINOUS PROCESSES 


RESEMBLANCE TO SHOVELER’S FRACTURE 


J. Gershon-Cohen, M.D., Earl Budin, M.D. 


and 


Frank Glauser, M.D., Philadelphia 


Fractures of the spinous processes in the cervico- 
dorsal area have been termed “clay shoveler’s fracture” * 
or Schipperkrankheit * in Germany where, in connection 
with the building of the superhighways, these fractures 
were recorded frequently. Favoring their occurrence was 
the unpreparedness for manual labor of the young Ger- 
man workers mustered into labor battalions from various 
sedentary walks of life. The American experience is dif- 
ferent because road building is done with our own pecu- 
liar type of labor-saving equipment. More anomalous, 
however, is the likelihood of a rising incidence of spinous 
process fractures among passengers on Our Own super- 
highways, resembling those of the manual workers on the 
older German Autobahnen.* 

Among 480 x-ray examinations of the neck in our 
files, 38 cases were found with isolated or multiple cal- 
careous deposits or fragments near the cervicodorsal 
spinous processes. A history of an automobile collision 
was disclosed in 14 of these cases. Not a single shoveler 
was found in this group, which comprised almost as 
many women as men (18 women and 20 men). Reported 
here are some examples of these fractures, as well as ex- 
perimental studies in cadavers of the whiplash fracture 
mechanism that could account for these fractures in 
automobile collisions. 


REPORT OF CASES 


Case 1.—A 45-year-old housewife was a passenger in the 
rear seat of a moving automobile that was suddenly decelerated 
by a sidewise collision with another car. Besides a forward 
whiplash snap of her neck she also sustained a concussion as 
her head struck the back of the front seat. She noted pain in 
the lower posterior portion of the neck immediately on regain- 
ing consciousness. Fractures of the spinous process of the sixth 
cervical vertebra and of the right transverse process of the 
seventh cervical vertebra were found in the x-ray films (fig. 1). 

CasE 2.—A 22-year-old housewife was sitting in the right 
front seat of a halted automobile that was struck violently from 
behind by a fast-moving automobile. Since the backrest of her 
seat was not high enough to protect her head, there occurred 
a back and forth whiplash snap of her neck. Diffuse pain in 
the cervicodorsal area with limitation of motion appeared al- 
most immediately. Fracture of the spinous process of the seventh 
cervical vertebra was found by x-ray examination. The process 
was found disunited when reexamined 29 weeks later (fig. 2). 


CasE 3.—A 41-year-old housewife was riding in the right 
front seat of an automobile that sideswiped a pole. The sudden 
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deceleration of the car threw her body forward and her neck 
into sharp hyperflexion. Although she felt no pain in the neck 
or back, x-ray studies showed a fracture of the spinous process 
of the sixth cervical vertebra. 
EXPERIMENTAL * 2ACTURES 

Experiments were done on cadavers, unavoidably im- 
posing limitations to the duplication of the mechanism 
of fracture in the living. Nevertheless, fractures of the 
lower cervical spinous processes were obtained by sud- 
den hyperfiexion and hyperextension of the neck. These 
fractures were similar to those that occur after accidental 
whiplashing of the neck. By tugging sharply on the free 
end of a trouser belt bound around the overhanging head 
of a supine cadaver, the neck could be sharply hyper- 


Fig. 1—A, fracture of spinous process, sixth cervical vertebra. B, 
fracture of right transverse process, seventh cervical vertebra (case 1). 


extended; and by repeating this maneuver on a prone 
cadaver, hyperflexion of the neck could be achieved. 
X-ray studies showed the occurrence of single fractures 
of the lower cervical spinous processes after hyperflexion 
in three of six experiments (fig. 3A). Two of these frac- 
tures involved the sixth spinous process and the other 
involved the seventh spinous process. In only one of the 
maneuvers did a fracture of the sixth spinous process 
occur after hyperextension (fig. 3B). 


COMMENT 

Sudden hyperfiexion of the neck may occur to a pas- 
senger in an automobile that is abruptly decelerated, as 
when a fast-moving vehicle hits a stationary object. 
Hyperflexion may occur also as an overcorrective re- 
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syonse to a whiplash hyperextension of the neck. This 
nay happen to a passenger in a car that is suddenly ac- 
celerated by a bump from the rear by a fast-moving 
vehicle. These are the accidents that we believe may 
cause a rising incidence of fractures of the spinous proc- 
esses in the cervicodorsal area. 

In the whiplash accident, a sudden pull by the ligamen- 
tum nuchae, interspinous, and supraspinous ligaments 
on the spinous processes to which they are attached can 
result in an avulsion type of fracture. In contradistinction, 
a shoveler’s fracture occurs when a sudden pull is trans- 
mitted from the shoulder girdle to the bony thorax via the 
trapezius, rhomboid, and other thoracoscapular muscles 
attached to the spinous processes. Although the avulsion 
fracture produced by this mechanism is similar to that 
of the whiplash type, the traumatic force and its trans- 
mitted direction are different.* A third type of injury, 
usually caused by a fall, can cause compression fracture 
of vertebral bodies and injury of intervertebral disks. 
Fracture of the spinous processes also can occur simul- 
taneously, if the injury is severe enough. 

When the ligamentum nuchae tears, especially at or 
near its periosteal attachments, the resultant hemorrhage 





Fig. 2.—Disunited fracture, tip of spinous process, seventh cervical 
vertebra (case 2). 


can be extensive. Organization of such hemorrhages may 
lead to calcification, usually in the midline at some dis- 
tance from the tips of the spinous processes. The align- 
ment of these calcified hematomas in the substance of the 
ligamentum nuchae is perpendicular to the axis of the 
spinous processes, differentiating them from avulsed 
fractured fragments, which lie parallel and close to the 
tips of the spinous processes. Otherwise, the appearance 
of hemorrhagic calcareous deposits may resemble old 
avulsed eburnated fragments (fig. 2 and 4). 

Disunited secondary centers of epiphyseal ossification 
at the tips of the spinous processes in the cervicodorsal 
area are said to occur, but availability of more definite 
data on this phase of the subject would be desirable. 

Treatment of fractured cervical spinous processes usu- 
ally is symptomatic, with or without the use of fixation 
devices. Only in 7 of the 38 cases in this series did bony 
union occur. The margins of the malunited or disunited 
fragments become eburnated, and seldom is it necessary 
to remove these fragments surgically. Pain and limitation 
0! motion seldom are intense enough to warrant surgical 
interference. Prevention rather than treatment of these 
froctures merits more attention. Automobile seats with 
beckrests high enough to protect the free-floating head 
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during collisions would be one preventive measure. 
Stricter control of traffic would save lives and reduce the 
incidence of these whiplash fractures of the spine. 





Fig. 3.—A, fracture of tip of spinous process, sixth cervical vertebra, 
in cadaver after hyperfiexion. B, fracture of base of spinous process, sixth 
cervical vertebra in cadaver after hyperextension. 


SUMMARY 
Fracture of the spinous processes in the cervicodorsal 
area can occur with sudden hyperflexion of the neck. 
Among 38 cases, 14 were found to have resulted from 
automobile collisions. The mechanism involved in whip- 
lash fractures, implicating stretching of the interspinous, 





Fig. 4.—Calcareous deposit in substance of ligamentum nuchae and 
healed fractures of the tips of the spinous processes, sixth and seventh 
cervical vertebrae. 


supraspinous, and nuchal ligaments, was duplicated suc- 
cessfully in cadavers. These fractures resemble those 
described in clay shovelers. 


255 S. 17th St. (3) (Dr. Gershon-Cohen). 





4. Kaspar, M.: Ist die Dornfortsatzfractur der unteren Hals und oberen 
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MacCormac and Scarff,’ in 1936 described a solitary 
skin tumor that they had observed in 10 patients and that 
they called “molluscum sebaceum.” In 1950, Rook and 
Whimster* pointed out that although this lesion was 
histologically suggestive of a malignant process, it was 
clinically benign. They used the term “keratoacan- 
thoma,” that had been proposed by Freudenthal.* Musso 
and Gordon * confirmed Rook and Whimster’s observa- 
tion that an untreated keratoacanthoma will regress 
spontaneously. Fouracres and Whittick* and Beare °® 
emphasized the high incidence of this lesion. Perhaps 
numerous cases diagnosed as epithelioma are in reality 
keratoacanthoma.® Lyon stated that British dermatol- 
ogists confidently recognized the distinctive features of 
keratoacanthoma,’ and he, on a visit to this country, was 
responsible for arousing our interest in this process. 
Lancet has suggested*® the term “molluscum pseudo- 
carcinomatosum” as best epitomizing the main features 
of this disorder. We have retained the designation kera- 
toacanthoma in this presentation. 

Keratoacanthoma begins as a small papular lesion that 
enlarges rapidly to maximum size in four to eight weeks. 
The fuily developed lesion (fig. 1) is a firm hemispheric 
nodule 1 to 2 cm. in diameter, elevated 0.5 to 1 cm. 
above the surrounding skin surface. The overlying skin 
is shiny, usually of normal color, but at times erythema- 
tous. The lesion presents a central crater filled with kera- 
tinous material, occasionally covered by a scale (fig. 
1, left). Regression begins spontaneously in about six to 
eight weeks from the onset, and involution is completed 
within four to six months. A slight depressed puckered 
scar may remain. The lesion as a rule is located on the 
face but may occur on other parts of the body, such as 
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hands, fingers, upper arm (fig.1, left) and anus.® Clin- 
ically the following features identify keratoacanthoma 
and distinguish it from squamous cell cercinoma: 

Rapid Growth of Keratoacanthoma.—The rate of 
growth of keratoacanthoma is perhaps the outstanding 
feature. Keratoacanthoma enlarges rapidly to maximum 
size (1 to 2 cm.) in four to eight weeks. There is no 
regional lymphadenopathy. It would require several 
months for a squamous cell carcinoma to reach this size. 
The occasional rapidly growing squamous cell epitheli- 
oma, having attained this size, would as a rule have an 
associated regional lymphadenopathy. 

Clinical Appearance.—There is a central crater filled 
with keratin. According to Beare ° no other skin tumor 
that is likely to be confused with keratoacanthoma con- 
tains so much well-formed keratin. Close inspection will 
distinguish this crater from the ulceration commonly seen 
in squamous cell carcinoma. 

Course.—Spontaneous regression occurs rapidly in 
keratoacanthoma. There have been no recurrences in the 
reported cases that were followed after spontaneous 
resolution.® According to Fouracres and Whittick,* “It 
appears ... that there is no acceptable record of spon- 
taneous regression of a squamous carcinoma of the skin.” 


HISTOPATHOLOGICAL FINDINGS 


Histopathological examination (fig. 2 and 3) of a fully 
developed lesion shows that it is relatively superficial, 
and for the most part elevated above the skin surface. 
When a biopsy specimen is taken, avascularity and ex- 
treme friability of the central keratinous mass is noted. 
This friability is a definite diagnostic sign of keratoacan- 
thoma.° A vertical section through the center of the lesion 
shows a crater filled with keratin resembling a cutaneous 
horn. There is papillomatosis and extreme epithelial 
hyperplasia of the epidermis lining this crater, so that 
papillary projections extend into the keratin plug. There 
is no evidence of invasive growth. Cords and nests 
of epithelial cells extend deeply into the dermis but never 
go beyond the limits of the dermis. Acanthosis is regular 
and orderly. Some of the prickle cells are atypical, with 
hyperchromatic nuclei. There is a tendency toward pearl 
formation. In places the basal cell layer is poorly defined 
and the dermoepidermal border is invaded by round 
cells. The upper portion of the corium shows edema, di- 
latation of blood vessels, and a round cell infiltrate. The 
histopathological picture per se is highly suggestive but 
not pathognomonic of keratoacanthoma, since some of 
the features described above are also found in prickle 
cell carcinoma grade 1 but never beyond this. It is there- 
fore necessary to correlate the clinical with the histo- 
pathological features. 

Keratoacanthoma is not the only epithelial tumor with 
the histological pattern of epithelioma that regresses 
spontaneously. For example, Smith *° and subsequently 
others ** have reported cases of multiple primary squa- 
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mous cell carcinoma of the skin with spontaneous heal- 
ing. Fouracres and Whittick * feel that these are identical 
clinically and histologically with keratoacanthoma. 
Poth ** and other authors '* have described multiple 
tumor-like keratoses following exposure to sunlight. The 
clinical and histopathological features of the individual 
lesions as described are again suggestive of keratoacan- 
thoma. However, the multiplicity of lesions in multiple 
self-healing epithelioma (Smith) and tumor-like kera- 





Fig. 1.—On the left, keratoacanthoma of six weeks’ duration on the 
right arm of a 70-year-old woman. On the right, keratoacanthoma of five 
weeks’ duration on the left nasolabial fold (case 1). 


toses (Poth), plus the actinic background of the latter, 
serve to differentiate these from keratoacanthoma clini- 
cally. 

The cause of keratoacanthoma is unknown. A virus 
causal factor is suggested by the similarity in appearance 
of keratoacanthoma to molluscum contagiosum and its 
rapidity of evolution and regression. Beare * was unable 
to cause transmission of the disease experimentally. 
Virus studies made on one of our patients (case 1) 
yielded negative results.** 

We have observed six patients at the Skin and Cancer 
Hospital of Philadelphia in whom the diagnosis of 
keratoacanthoma was made. We believe these to be the 
first cases of keratoacanthoma reported in the American 





Fig. 2.—Histopathological section from lesion of patient in case 1 
Cx 17% 


literature.° The first four patients were treated with roent- 
gen ray therapy '® (4,000 r) or electrosurgery. When we 
felt more confident of our ability to recognize kerato- 
acanthoma we allowed the next two patients with this 
type of lesion to go untreated, and spontaneous resolu- 
tion occurred. 

Case 1.—A 38-year-old white woman was first seen on 


June 6, 1953, with a nodule on the left nasolabial fold, 1.2 cm. 
in diameter and elevated 0.5 cm. above the skin surface (fig. 1, 
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right). This lesion had reached its maximum size within five 
weeks. A clinical diagnosis of keratoacanthoma was made. 
Histopathological diagnosis was early prickle cell carcinoma 
(grade 1) (fig. 2 and 3). No treatment was given. By July 28, 
1953, there was complete resolution with only a small biopsy 
scar remaining. A five months’ observation showed no recur- 
rence.1® 


Case 2.—A 64-year-old white woman was first seen on June 1, 
1953, with a nodule on the bridge of the nose, 1 cm. in diameter 
and elevated 0.5 cm. above the skin surface. The lesion had 
grown to this size within six weeks. A clinical diagnosis of 
keratoacanthoma was made. The histopathological diagnosis was 
early prickle cell carcinoma (grade 1). No treatment was given. 
The lesion had completely disappeared by July 22, 1953. When 
seen three months later, there was no evidence of recurrence. 


Although keratoacanthoma does regress spontane- 
ously, Beare ° feels that treatment is advisable for the 
best cosmetic results. He suggests shaving the lesion flush 
with the surrounding skin and then lightly electrodesic- 
cating the base. This method provides an adequate 
biopsy specimen and allows for good healing. It is ob- 
vious that when the diagnosis of keratoacanthoma can- 





Fig. 3.—Higher magnification of portion of tissue from section seen 
in figure 2 (x 54). 


not be made with certainty because of indecisive clinical 
and/or laboratory findings, the physician would serve 
his patient best by treating the lesion as if it were a true 
epithelioma. 

SUMMARY 


1. Keratoacanthoma (molluscum sebaceum, mollus- 
cum pseudocarcinomatosum) is a rapidly growing papu- 
lar lesion usually situated on the face, which reaches 
maximum size and then undergoes spontaneous resolu- 
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tion within four to six months from onset. The fully 
developed lesion has a characteristic appearance—a 
single, 1 to 2 cm., hemispheric, skin-colored nodule in 
which there is a central crater filled with keratin. This 
keratinous material is avascular and extremely friable. 
2. Keratoacanthoma is characterized histologically by a 
superficial crater filled with a keratin plug, which is sur- 
rounded by hyperplastic epithelium with features resem- 
bling squamous cell carcinoma grade 1. It is necessary 


FEMORAL PROSTHESIS—HORWITZ AND LENOBEL 








J.A.M.A., June 5, 1°54 





to correlate the clinical and histological findings carefully 
for a definitive diagnosis. 3. In the six cases diagnosed as 
keratoacanthoma, four patients were treated by roentgen 
ray therapy or electrosurgery and two patients were not 
treated and spontaneous resolution of the lesions re- 
sulted. 4. Keratoacanthoma may be related to the multi- 
ple self-healing epithelioma (Smith), and tumor-like 
keratoses (Poth), but differentiating features are pointed 


out. 








The replacement value of the artificial hip prosthesis 
in acute and nonunion fractures of the femoral neck has 
been substantiated. The goal of all reconstruction pro- 
cedures is attainable with correct prosthesis insertion. 
The relatively guarded prognosis in the acute fracture is 
circumvented by the immediate use of prosthesis in a 
selected group of cases. This report will present the 
criteria evolved for correct prosthesis choice, the major 
complications of prosthesis use, the indications for pros- 
thesis use, and incomplete follow-up results on 70 cases. 
The series consisted of 49 acute and 21 nonunion frac- 
tures. 
CHOICE OF CORRECT PROSTHESIS 

A satisfactory prosthesis must be capable of restoring 
neck length, anatomic valgus angle, and anteversion 
angle. It must be capable of retaining its position in the 
bone, It must not cause reactive changes of absorption 
in the bone. Four types of prostheses were used in this 
series. 

Transfixing-T ype Prosthesis.—The Judet and J. E. M. 
Thomson prostheses are considered transfixing pros- 
theses. This type is inserted to transfix the neck remnant 
and the lateral femoral cortex. It must be inserted at the 
proper valgus angle and the proper anteversion angle. 
Retention at these angles depends on the persisting integ- 
rity of the remaining portion of the neck and the lateral 
cortical wall. Function depends on this retention and 
sufficient neck length restoration. In most instances these 
requirements were not met or were later lost with this 
type. Figure 1 shows a Judet prosthesis inserted at the 
proper angle, which cut out of the neck inferiorly in one 
month’s time. There was never proper restoration of neck 
length. Protrusion of the nail beyond the lateral cortex 
resulted as the prosthesis settled. In fig. 2, however, a 
J. E. M. Thomson insertion is shown. This prosthesis has 
been functioning for 24 months. The patient is a woman, 
now 61 years old, who was treated for an acute fracture 
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in October, 1951. Her activities are as unrestricted now 
as before the accident. She was walking 10 days post- 
operatively. She has full hip motion range. No pain or 
ache is experienced. As the result of the stress factors 
there is increased sclerosing of the bone below the stem 
of the prosthesis and at the point at which it rests against 
the lateral cortex. 

The basic disadvantages of the transfixing type are its 
inability to restore normal neck length, the loss of posi- 
tion originally obtained resulting from neck resorption, 
and the breaking out of the prosthesis on weight-bearing. 
The transfixing type of prosthesis has not been found 
adequate for routine use. 

Stem-Type Prosthesis—The Fred Thompson and 
Austin Moore prostheses are considered stem types. This 
type is inserted into the medullary canal at the fracture 
site, so that the plate rests on the reshaped neck remnant 
with the stem lying in the medullary canal. With proper 
insertion all of the criteria for restoration of hip function 
can be met by this type of prosthesis. Neck length is 
restored. Proper valgus angle is built into the prosthesis. 
Stability has been proven up to this time. Figure 3 shows 
the bilateral insertion of Fred Thompson prostheses. 
This patient received a fracture of the left hip, followed 
by insertion of a Fred Thompson prosthesis. After sev- 
eral months, during which this hip joint functioned well, 
the patient fell and fractured the other hip. A second 
prosthesis was inserted, and both are now functioning 
satisfactorily. The presence of a prosthesis then does not 
decrease the inherent strength of the bone to resist injury. 
This type of prosthesis is considered adequate. 


COMPLICATIONS OF PROSTHESIS USE 

The complications experienced were the results of 
improper choice of the type of prosthesis, improper 
operative technique, unsatisfactory postoperative care, 
secondary accidents after ambulation, and delayed se- 
quelae of the prosthesis use. 

Improper Choice of Prosthesis.—With the experience 
of these early cases the complication of unsatisfactory 
prosthesis choice is no longer a factor. The transfixing 
type prosthesis complications will not be presented. 
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Operative Complications.—Complications that devel- 
oped were these: 1. The prosthesis was improperly 
placed. Dislocation or loss of stability results from too 
low a setting in the trochanteric bed. In one patient, the 
femoral neck length restoration was not obtained and 
the prosthesis dislocated out of the acetabulum. In an- 
other patient, the Fred Thompson prosthesis was inserted 
so that the stem projected out the lateral cortex. In this 
patient the stem during insertion was allowed to follow 
a previous Smith-Petersen nail tract. Proper directioning 
during insertion would have prevented this complication. 
The stem must be directed so that it follows down the 
intramedullary canal. If force is used to drive the pros- 
thesis in, it will usually be forced out the cortical wall. 
In this case, at a later date, the projecting stem was cut 
off with great difficulty. 2. Extensive exposures or re- 
operative procedures frequently resulted in excessive soft 
tissue calcification, which limited the range of motion. 





Fig. 1.—A, roentgenogram taken at time of insertion of Judet 
prosthesis; B, after one month, projection of pin through lateral cortex. 


Excessive calcification of the soft tissues seemed to be 
more frequent with the posterolateral and the Smith- 
Petersen incisions. Use of the short anterior incision or 
a modified Heuter incision gave less soft tissue reaction. 

Postoperative Complications and Delayed Sequelae.— 
The postoperative complications and delayed sequelae 
were infection, pain, and limitation of motion. Infection 
occurred in seven cases. Five of these patients died within 
six months of operation. Two of these deaths were di- 
rectly attributable to the infection. Pain or ache of vary- 
ing intensity was present in about 10% of the cases. It 
was not related to the range of motion. Roentgen-ray 
therapy and injections of procaine (Novocaine) and 
hydrocortisone frequently relieved it. Limitation of mo- 
tion in good prosthesis insertion is not to be expected 
in the acute fracture. In the nonunion type of fracture, 
impairment of motion varied directly with the nonunion 
period. 

Accidents During Convalescence.—Improper post- 
Operative care can complicate the process. An unsteady 
patient can fall. In one patient, an extremely comminuted 
intertrochanteric fracture resulted. After a satisfactory 
insertion of a Fred Thompson prosthesis, the patient was 
allowed to be up in a walker. She was unsteady and 
stumbled while in the walker. She received a severe inter- 
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trochanteric type of fracture also involving the proximal 
portion of the femoral shaft. Reconstruction was per- 
formed. The prosthesis was reinserted into the reduced 
fracture. The fragments were held in apposition by means 
of transfixing bolts and wire loops. The patient died one 
month after the second operative procedure. 





Fig. 2.—Roentgenograms showing insertion of J. E. M. Thomson 
prosthesis, which functioned well. 


PROSTHESIS USE IN ACUTE FRACTURES 

As the result of experience the following criteria were 
evolved: 1. The procedure should give a stable movable 
weight-bearing limb offering minimal discomfort. 2. The 
procedure should be explained to the patient or a respon- 
sible member of the family and stress placed on the need 
for removal of the fractured femoral head. 3. The pro- 
cedure should at present be limited with few exceptions 
to those 65 years of age or older. Experience will deter- 
mine the value in the younger age group. 4. The prosthe- 





Fig. 3.—Roentgenogram showing bilateral insertions of Fred Thomp- 
son prostheses, both of which function satisfactorily. 


sis is indicated in all types of femoral neck fractures 
5. The physical and mental condition of the patient is 
important. The candidate must have been ambulant prior 
to the accident and still have incentive to walk again. The 
mere insertion of a prosthesis will not result in walking 
ability. Obviously a patient restricted to bed who receives 
this type of fracture is not a proper candidate. On the 
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other hand a psychotic patient is safer with a prosthesis 
than with a nailing procedure since he need not be re- 
stricted from walking for months. 6. The condition of 
the bone of the patient must be considered. The presence 
of marked osteoporosis of the bone must be determined. 
Extreme rarefaction will demand extreme caution during 
insertion and in some cases may be a contraindication to 
prosthesis use. 7. If the age group is considered, surgi- 
cal prognosis for this procedure is no graver than that for 
the insertion of a Smith-Petersen nail. The operative time 
ranges from 40 to 90 minutes. In our series, four deaths 
occurred during the third postoperative week. During the 
first six months’ follow-up period, 13 deaths occurred in 
the acute fracture series. Ten of these patients were over 
75 years of age. The number and causes of death among 


Results of Follow-Up Studies on Patients with Fractures Who 
Received Artificial Hip Prosthesis 


Follow-Up of One to Two Years, Eighteen Patients 


Acute Nonunion 
Fractures Fractures 
ania, 
All Stem All Stem 
Types Type Types Type 
Results (14) (8) (4) (2) 
I ae aa eee s 7 1 1 
Sas RR ae aT eal 2 0 1 1 





Follow-Up of Six Months to One Year, Thirty-Six Patients 


Acute Nonunion 
Fractures Fractures 
ee tay Set eee ay Va 
All Stem All Stem 
Types Type Types Type 
Results (22) (20) (14) (7) 
atch i deeds $F itniedaanhodess 6 6 6 5 
hii Usleeehiteedheneawaensedeess 7 7 5 1 
Ue Acid 0b 0ekbis beads s at eth toe deeds 5 3 1 0 
Nirah Chtathcs ee dgslc ede vtehast reek 4 4 2 1 


Follow-Up Until Death Within Six Months Postoperatively, 
Sixteen Patients 


Acute Nonunion 
Fractures Fractures 
ON — EEE 
All Stem All Stem 
Types Type Types Type 
Results (13) (11) (3) (2) 
Sains Madd oubencdeoetceaees 1 1 0 0 
Es ed Medak nital wks nomseabe 1 0 0 0 
Sirabapw nee 4306 ube Chesecagasebeads 0 2 0 0 
cos Suaahraees Shae eesaaneseeons 11 8 3 2 


patients during the first six months’ postoperative period 
were these: from infection, 2; secondary operation, 2; 
concurrent malignant diseases, 4; coronary disease, 1; 
and general cachexia, 4. 8. Rehabilitation is rapid. The 
outstanding indication for prosthesis use is that the pa- 
tient can be ambulant even five days postoperatively. Full 
weight-bearing is then insisted upon with or without 
crutches. 


PROSTHESIS USE IN NONUNION FRACTURES 

Age is not a determining factor in the presence of this 
type of fracture. If arthrodesis of the hip is excluded, 
correct prosthesis insertion results in the closest approxi- 
mation to the normal hip available by all the present 
reconstruction procedures. In 21 patients operated on, 3 
deaths occurred from various causes within the first six 
months’ postoperative period, including one death as the 
result of surgery after a secondary operation. The opera- 
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tive procedure is more extensive in most cases than in 
the acute fracture cases. The immobilization period is 
usually longer but is relatively short in comparison with 
that necessary for other procedures. Immobilization by 
plaster boots or spica to retain the reduction is required 
for two to three weeks. Then full weight-bearing is per- 
mitted. 


CRITERIA FOR DETERMINING RESULTS 

The results are classified as excellent, good, fair, and 
poor. Poor results include deaths. The total range of mo- 
tion when indicated consists of the sum of the range of 
flexion, abduction, adduction, and internal and external 
rotation. 

Excellent results include a total range of motion of 200 
to 300 degrees, the ability to walk unaided or with occa- 
sional use of a cane, and minimal ache or discomfort. 
Good results include a total range of motion of 150 to 
200 degrees, the ability to walk with a cane, and mod- 
erate discomfort. Fair results include enough motion to 
allow sitting or standing, pain with or without activity, 
and the necessity of using one crutch for walking. Poor 
or failure results include no motion or an excessive 
amount of pain, operative failure to insert the prosthesis, 
inability to walk even with crutches, and death post- 
operatively prior to a period of walking. 


RESULTS 

There was a total of 80 operations on 70 patients using 
both transfixing and stem-type prosthesis. Sixteen deaths 
occurred within the first six months’ follow-up period. 
There were 13 deaths in the acute series and 3 in the non- 
union series. Excluding the deaths within the six months’ 
postoperative period there were 23 excellent or good re- 
sults in 36 cases of acute fractures, which is about 64% 
(see table). In the nonunion series of 18 cases, exclusive 
of the deaths within the six months’ postoperative period, 
there were 13 excellent or good results, or about 72%. 
With the exclusion of the 21 transfixing-type prostheses 
from the series, excellent or good results were obtained 
in 78% of the cases with a follow-up of six months to 
two years. 

COMMENT AND CONCLUSIONS 

It must be appreciated that this type of injury is usually 
limited to the older age group of 65 years and up. Their 
general condition is naturally deteriorating as the years 
pass. Only in a small percentage of cases can long-term 
follow-up studies be made. The inherent value of pros- 
thesis use is that these elderly people routinely are made 
ambulant in one to three weeks. They are not subjected 
to months of non-weight-bearing that may culminate 
then in the need of some additional reconstruction pro- 
cedure. 

At this time those experienced in the use of the pros- 
thesis can promise the person with a fractured femoral 
neck that he or she will be walking again within two to 
three weeks. The gratitude when this event really occurs 
is all the proof needed. The durability of the new hip joint 
for over two years has been proven in this series. There 
is no evidence as yet to indicate a time limit. With refine- 
ments of technique, good and excellent results should be 
anticipated in more than 78% of all cases. 
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SUMMARY 
The use of artificial hip prosthesis is indicated in acute 
fractures of the femoral neck in the older age group and in 
all cases of nonunion fracture. With the use of proper 
surgical techniques and choice of the correct prosthesis, 
excellent or good results should occur in more than 78% 
of cases. 


504-7 Metropolitan Bldg., Grand and Olive St. (3) (Dr. 
Horwitz). 
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SCHISTOSOMIASIS JAPONICA DIAGNOSED BY 
NEEDLE BIOPSY OF THE LIVER 


REPORT OF A CASE 


Major Robert B. Stonehill (MC), U.S.A.F. 
Col. Edward A. Cleve 


and 


Lieut. Col. William M. Webb, (MC), U. S. Army 


Schistosomiasis japonica is predominantly a disease 
of the portal circulation. The organs most extensively 
affected are the intestines and the liver, through the de- 
velopment of the adult worms in the portal venules and 
disposition of ova in the minute hepatic and intestinal 
blood vessels. The frequent successful means of defin- 
itive diagnosis generally used are the demonstration of 
the ova in the stools or in a rectal biopsy specimen.’ In the 
case presented here, these methods gave negative results 
and a needle biopsy of the liver finally established the 
diagnosis. A review of the literature by the authors failed 
to reveal reports of the use of this technique of diagnosis, 
though it was suggested as a method worthy of investi- 
gation in 1949.” 

A 49-year-old white man was admitted to Letterman Army 
Hospital on July 15, 1953, with complaint of convulsive seizures 
for the past six months. He was confined at Davao Penal Colony 
on Mindanao, Philippine Islands, as a Japanese prisoner of war 
from April, 1942, until late 1944. He contracted malaria, 
dengue, typhus, amebic colitis, and severe nutritional deficien- 
cies (beriberi). While working in the rice paddies he suffered 
recurrent attacks of pruritic dermatitis of the lower legs. The 
first convulsive seizure occurred in December, 1952, and sub- 
sequently he had three more grand mal type seizures. There 
was no diarrhea, anorexia, weight loss, edema, or recognized 
abdominal enlargement. Icteric scleras and consistently dark 
urine were first noted in January, 1953. He admitted drinking 
to excess over the past three years with frequent periods of 
intoxication. 





From the Letterman Army Hospital, San Francisco. 

The Office of Public Information, Department of Defense, has no objec- 
tion to publication on grounds of military security. 

1. Hamrick, L. W., Jr.; Cleve, E. A., and Carson, R. P.: Chronic 
Schistosomiasis Japonica: Diagnosis by Rectal Biopsy with Description of 
Sigmoidoscopic Abnormalities, Am. J. M. Sc. 220: 393-399 (Oct.) 1950. 

2. Ling, C. C.; Cheng, W. J., and Chung, H. L.: Clinical and Diagnostic 
Features of Schistosomiasis Japonica, Chinese M. J. 67: 347-366 (July) 
1949, 
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Physical examination revealed a slightly obese, 49-year-old 
white man in no acute distress, whose height was 68 in. 
(173 cm.) and weight was 182 Ib. (83 kg.). He had blood pres- 
sure of 118/78 mm. Hg, pulse 78 beats per minute, and 
temperature 98.4 F (36.9 C). His scleras were mildly icteric. 
The liver extended from the fifth intercostal space to a point 
10 cm. (4 in.) below the right costal margin in the midclavicular 
line, being firm and nontender with no gross irregularities of 
the border. There was evidence of some shifting dulness in the 
abdomen to percussion and a fluid wave. Neurological exam- 
ination was normal except for a nystagmus on left lateral gaze, 
impaired coordination of the upper extremities, and decreased 
auditory acuity. The skin had a bronzed hue. No cutaneous 
hemangioma (angioma) was noted, but there were bilateral 
“liver palms.” The remainder of the physical examination was 
essentially within normal limits. 

On admission studies revealed a hemoglobin (cyanomet 
method) of 13.5 gm. per 100 cc., a red blood cell count of 
5,500,000 cells per cubic millimeter, a white blood cell count of 
8,600 cells per cubic millimeter (with a normal differential count 
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Photomicrograph of an ovum of Schistosoma japonicum revealed in 
needle biopsy of the liver. 


and no eosinophils), and a sedimentation rate of 36 mm. per 
hour. The thymol flocculation test was 29 units. The zinc sulfate 
turbidity test was 52 units, while the serum bilirubin was 3 mg. 
per 100 cc. in one minute and 5.4 mg. per 100 cc. in 30 minutes. 
The prothrombin time was 85% of normal, and the serum pro- 
tein determination was 8.5 gm. per 100 cc. with 2.9 gm. of 
albumin and 5.6 gm. of globulin. The urinalysis was negative 
except for the presence of 1+ bile. Three rectal biopsies for ova 
were negative, as were six stool examinations by direct smear 
and acid ether concentration techniques. A needle biopsy of the 
liver revealed the presence of an ovum of Schistosoma japonicum 
(see figure). Spinal fluid examination for cellular components 
and chemistries were normal, and electroencephalograms re- 
vealed no focal areas of disease. Skull and chest roentgenograms 
were not remarkable. 


With no medication but multiple vitamin therapy and a 
high protein diet, the patient remained asymptomatic while in 
the hospital. In four weeks the clinical icterus had faded, and 
the liver function tests showed some improvement. Hepatic 
cirrhosis is a relative contraindication to the use of antimony 
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potassium tartrate or stibophen (Fuadin). It was felt that in 
all probability the presence of viable, ova-producing Schisto- 
soma was unlikely nine years after infestation with the absence 
of eosinophilia. Cranial schistosomiasis was not proved, but, 
with the infrequency of the patient’s attacks and with the lack 
of localizing signs, operative investigation was not warranted. 
Receiving mild anticonvulsive medication, he was discharged 
from the hospital on Sept. 9, 1953, to be followed as an out- 
patient. 
COMMENT 

It is essential to diagnose and treat Schistosomiasis 
japonica early, prior to the development of portal cir- 
rhosis. This development takes years, and, once it occurs, 
the fate of the patient is inevitable.* Some authors, such 
as Symmers, however, believe that the cirrhosis is sec- 
ondary to the dietary conditions under which these pa- 
tients live and that the parasitic infestation is incidental.‘ 
The patient reported on here had severe dietary insuf- 
ficiencies during the invasion phase, with subsequent 
alcoholic excess. 

The pathological picture of ova deposition in the liver 
in Manson’s schistosomiasis has been well described.* 
However, no adequate description of Schistosomiasis 
japonica was found. It is presumed that both have sim- 
ilar hepatic lesions. The ova are deposited in the por- 
tal venules with lymphocytic and eosinophilic periportal 
infiltration. Later the ova are surrounded by epithelioid 
cells and large foreign body cells. In the next stage fibro- 
blasts surround the epithelioid cells with the central 
ovum, separating them from the lymphocytic and eosino- 
phile infiltration. Terminally there is a gross prolifera- 
tion and retraction of the fibroblasts with only the shell 
of the ovum apparent in the center and no surrounding 
cellular reaction. A biopsy with these characteristic le- 
sions of the liver at any stage could lead to the correct 
diagnosis. 

The general use of the Vim-Silverman biopsy needle 
with the transthoracic approach carries a low mortality. 
Terry, in a review of 10,600 biopsies of the liver, re- 
ported a mortality of 0.12%.° Thus, we have a safe 
method of obtaining a specimen without exposing the 
patient to a laparotomy if the usually accepted diagnostic 
techniques fail to reveal the organism. Skin tests and 
serologic reactions may be diagnostic, but their ef- 
ficiency has not been established and misleading results 
are sometimes obtained.* This means of investigation is 
not available to many clinicians. Unfortunately, stool ex- 
aminations fail to demonstrate the ova in many instances. 
While rectal biopsies are more accurate,’ failures to re- 
cover the ova have been reported as high as 11%. There- 
fore, when a carefully taken history of a patient reveals 
the possibility of exposure, one might consider needle 
biopsy of the liver as a further means of establishing the 
diagnosis. 





3. Koppisch, E.: Manson’s Schistosomiasis, J. A. M. A. 121: 936-942 
(March 20) 1943. 

4. Symmers, D.: Pathogenesis of Liver Cirrhosis in Schistosomiasis, 
J. A. M. A. 147: 304-305 (Sept. 27) 1951. 

5. Terry, R.: Risks of Needle Biopsy of the Liver, Brit. M. J. 1: 
1102-1105 (May 24) 1952. 

6. Wright, W. H.; Bozicevich, J.; Brady, F. J., and Bauman, P. M.: 
Diagnosis of Schistosomiasis Japonica: V. Diagnosis of Schistosomiasis 
Japonica by Means of Interdermal and Serological Tests, Am. J. Hyg. 
45: 150-163 (March) 1947. Hamrick and others.* 
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SIMPLE METHOD OF DEMONSTRATING 
THE L.E. CELL BY FINGER PUNCTURE 


Samuel Rosenfeld, M.D. 
A, Irving Swiller, M.D. 
and 


Maurice Morrison, M.D., Brooklyn 


A simple method of demonstrating the L. E. cell, the 
diagnostic cell in lupus erythematosus, by finger puncture 
is presented in this preliminary report. This method takes 
advantage of the modern refinements in technique for 
demonstrating the L. E. cell, namely, the use of clotted 
blood * and a suitable incubation period.* Its chief aim 
is to make the test available to the general practitioner, 
the internist, or the dermatologist without the special 
equipment of a laboratory. 


METHOD 


The finger is punctured in the usual manner as for the 
making of blood smears and about 10 drops of blood are 
collected in a small test tube. The tube we use is about 
75 mm. in length and has an internal diameter of 7.5 mm. 
In such a tube 10 drops of blood would measure about 
Y% in. The blood is allowed to clot at room temperature 
for four to six hours. The clot is then well broken up in 
the serum with a glass applicator. No centrifugation is 
necessary. The fluid mixture of red and white cells in 
serum is then removed from the tube with a pipette, drops 
placed on various glass slides, and smears made in the 
usual manner. Films are allowed to dry and are then 
stained with Wright’s stain. 


The stained specimens are then examined under the 
lowpower lens of the microscope to determine the loca- 
tion of the white cells, since these are of necessity not 
so abundant as when smears are made with buffy coat 
layers of centrifuged blood. It is well to search along the 
edges of the smears or in the feathery portions where 
white cells are more prone to migrate. The cells are then 
examined with the oil-immersion lens, and typical L. E. 
cells can be seen if present. If, at the first examination, 
no L. E. cells are demonstrated, new films of the same 
blood and serum mixture are made two hours later. This 
second examination should especially be made if the pre- 
L. E. cell * is seen in the first preparation. If there are 
no L. E. cells in the second examination, it is our experi- 
ence that the lupus erythematosus phenomenon is nega- 
tive. 

COMMENT 

The method described above has been used in eight 
cases of systemic lupus erythematosus, in all of which 
L. E. cells have been readily demonstrated. In each of 
these cases, the finger method has been simultaneously 

From the departments of medicine and hematology, Jewish Hospital 
of Brooklyn. 

1. Zimmer, F. E., and Hargraves, M. M.: Symposium on Systemic 
Lupus Erythematosus: Effect of Blood Coagulation on L.E. Cell Forma- 
tion, Proc. Meet., Mayo Clin. 27: 424 (Oct. 22) 1952. 

2. Gonyea, L. M.; Kallsen, R. A., and Marlow, A. A.: Occurrence of 
“L.E.” Cell in Clotted Blood, J. Invest. Dermat. 15: 11 (July) 1950 

3. Stich, M. H.; Feldman, F., and Morrison, M.: Pre-L.E. Cell: A 


Stage in Development of L.E. Phenomenon, A. M. A. Arch, Dermat. & 
Syph. 65: 581 (May) 1952. 
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controlled by the two hour clot technique of Zimmer and 
Hargraves *; this method we have found to be more re- 
liable than others previously used. The accompanying 
photomicrograph shows the L. E. cells discovered in one 
of the patients (case 2) and was prepared by the method 
outlined. The finger method has also been used with 
negative results in 35 cases in which the final diagnosis 
was not lupus erythematosus, and in all of these the 
Zimmer-Hargraves test was likewise negative. Two of the 
patients have been followed after cortisone therapy ef- 
fected complete clinical remission, and in both cases 
the L. E. cell can no longer be demonstrated by either 
method. In two instances the diagnosis was verified by 
biopsy. All of the patients had anemia with leukopenia, 
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Photomicrograph showing three distinct L, E. cells. (In upper part is 2 
small rosette in which there is an L. E. cell and a pre-L. E. cell.) 


with the exception of one who had leukocytosis. Albu- 
min and red blood cells were present in the urine of those 
with renal involvement, and one patient had a nephrotic 
syndrome with azotemia. 

Although the L. E. cell has been demonstrated by Stich 
in bone marrow smears without benefit of incubation,* 
it has become well known that not only incubation is 
necessary but clot formation makes for an even better 
medium for the lupus erythematosus phenomenon. Our 
method takes advantage of both the incubation and the 
clot formation but is simplified inasmuch as venous blood 
and centrifugation are unnecessary. 


113) Ocean Ave. (Dr. Swiller). 


4. Stich, M. H.: “L.E.” Cell in Bone Marrow in Disseminated Lupus 
Erythen:atosus, New York J. Med. 50: 433 (Feb. 15) 1950. 
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ACUTE HEMORRHAGIC PANCREATIC 
NECROSIS PRODUCED BY LOCAL 
SHWARTZMAN REACTION 


EXPERIMENTAL STUDY ON PANCREATITIS 


Alan Thal, M.B., Ch.B. 
and 
Edwin Brackney, M.D., Minneapolis 


Histological observations in cases of fatal hemorrhagic 
pancreatic necrosis consistently show extensive vascular 
injury. These lesions vary from diffuse hyaline capillary 
thrombosis to extensive necrosis of arterioles, venules, 
and larger vessels. Frequently there is accompanying 
hemorrhage, thrombosis, and inflammatory cell infiltra- 
tion. Whether the vascular lesion is the result of exposure 
to liberated trypsin or is, indeed, the primary factor pro- 
ducing hemorrhagic pancreatitis is not yet clear.’” 

In studying the dermal Shwartzman reaction it became 
apparent that there was a striking similarity between this 
rapidly developing vascular lesion and that of acute 
hemorrhagic pancreatitis. Accordingly, the present study 
was undertaken with the object of evaluating the role of 
primary vascular sensitization in the pathogenesis of 
hemorrhagic pancreatitis. The experiments herein re- 
ported demonstrate the permeability of the pancreatic 
ductal system to bacterial products perfused within the 
physiological pressure range and the ability of such prod- 
ucts to sensitize the pancreatic blood vessels. Further- 
more, it will be shown that subsequent provocation of 
the Shwartzman phenomenon produces extensive pan- 
creatic vascular lesions and fulminating hemorrhagic 
pancreatitis morphologically and clinically similar to the 
human disease. 


MATERIALS AND METHODS 


Bacterial Toxins.—Meningococcic toxin was pre- 
pared from agar washings of cultures of the 44-B strain.* 
The method of culture and preparation of the toxin was 
similar to that used by Thomas and Good.* Escherichia 
coli toxin was prepared from a routine hospital stool 
culture, and the toxin was prepared from agar washings 
by the same method as that used in the preparation of 
meningococcic toxin. 


The potency of each batch of toxin was tested imme- 
diately prior to use by an intradermal injection of 0.2 





From the Department of Surgery, University of Minnesota Medical 
School. 

This study was supported by the following funds for surgical research: 
G. Nelson Dayton Fund, Austen S. Cargill Fund, Augustus L. Searle 
Fund, R. C. Lilly Fund, and Watson Davidson Fund. 

1. (a) Opie, E. L.: Disease of the Pancreas: Its Cause and Nature, 
ed. 1, Philadelphia, J. B. Lippincott Company, 1903, p. 128. (5) Rich, 
A. R., and Duff, L. D.: Experimental and Pathological Studies on the 
Pathogenesis of Acute Hemorrhagic Pancreatitis, Bull. Johns Hopkins 
Hosp. 58: 212-258 (March) 1936. 

2. The cultures of 44-B strain were obtained originally from Dr. Gregory 
Shwartzman, Mount Sinai Hospital, New York, and were supplied by 
Drs. Lewis Thomas and Robert Good. 

3. Thomas, L., and Good, R. A.: Studies on the Mechanism of the 
Shwartzman Reaction: I. General Observations Concerning the Phenome- 
non, J. Exper. Med. 96: 605-624 (Dec.) 1952. 
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cc. of a 1:2 dilution in isotonic sodium chloride into 
rabbits, followed 24 hours later by an intravenous injec- 
tion of 2 cc. of a 1:40 dilution of the same toxin. 
Potent toxin uniformly produced a 2 by 4 cm. area of 
dermal hemorrhage and necrosis within the 24 hour 
period after injection of the challenging dose. Esch. coli 
toxin proved to be far less potent than meningococcic; it 
produced dermal reactions in only three out of four an- 
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needles. In the rabbit, the pancreatic duct, which eniers 
the duodenum about 20 cm. distal to the pylorus, was 
easily cannulized in its intramural portion by a 25 gage 
cannula and secured by a silk ligature. In the goat, the 
most effective means of cannulizing the pancreatic duct 
was found to be through a 1.5 cm. longitudinal choledo- 
chotomy in the proximal third of the common bile duct 
at the point of entry of the pancreatic duct. An 18 gage 


TABLE 1.—Hemorrhagic Pancreatitis Produced by Local Shwartzman Reaction with Meningococcus Endotoxin 





Intravenous 
Intraductal Pressure of Provocative 
Preparatory Injection, Dose 
Rabbit Dose, Ce. Mm. Hg (1:40), Ce. 
ai sen od ba en cpmanndie es aeied 0.2 25 2 
Diets Cancdiminepiwinesedueses 0.2 25 + | 
Ditcevsscdhiteretwnrgeekeers 0.2 25 2 
Dike sdeVibesaseedesonseeer 0.2 25 2 
idhackars 6 giureaa-dvaeadinnamaess 0.2 25 2 
cine ak nabtedrt ile rates sctradhae ats 0.2 25 2 
_ SET ee ee Oe ae 0.2 25 2 
Disp doterdebedsbigtt vase cet 0.2 25 2 
Ceesrisgttecctocetersardbastee 0.2 25 0 
Mi stnerppnctus weak dansteses 0.2 25 0 
Dito deeie dads) ctdads eeawods 0.2 25 0 
Disoctvencydeaketsanucsesaesas 0.2 25 0 
Wks bh peebeepe enki diet se canes 0 2 
DM thisaedewingtacchseseneks 0 2 
Deideds csbevewvesd ccty He cetic 0 2 
BBs i dnateest6rttds oetese Outs 0 2 


Survival, 
Hr. 


4 


18 


48 


48 


48 
48 
48 


Autopsy Findings 


Fat Necrosis 
Extensive 





Gross Appearance 


Microscopie 
Swollen, hemorrhagic Diffuse pancreatic 
necrosis 
Diffuse pancreatie 
necrosis 


Swollen, hemorrhagic Extensive 


Swollen, hemorrhagic Extensive Diffuse pancreatic 
necrosis 

Swollen, hemorrhagic None Diffuse pancreatic 
necrosis 

Swollen, hemorrhagic Sparse Diffuse pancreatie 


necrosis 

Diffuse pancreatic 
necrosis 

Diffuse pancreatic 
necrosis 

Diffuse pancreatic 


Swollen, hemorrhagic Extensive 


Swollen, hemorrhagic Extensive 


Swollen, hemorrhagic Extensive 


necrosis 
Normal None Slight interstitial 
edema 
Normal None Focal areas of poly- 
morphonuclear neu- 
trophil leukocyte 
infiltration 
Normal None Focal areas of poly- 
morphonuclear neu- 
trophil leukocyte 
infiltration 
Normal None Focal areas of poly- 
morphonuclear neu- 
trophil leukocyte 
infiltration 
+ 
Normal None Normal 
Normal None Normal 
Normal None Normal 
Normal None Normal 





* Rabbits 9 to 16 were killed after 48 hours. 


TABLE 2.—Hemorrhagic Pancreatitis Produced by Local Shwartzman Reaction with Escherichia Coli Endotoxin 





Intraductal Intravenous 
Preparatory Pressure of Provocative 
Dose Injection, Dose 
Rabbit (1:2), Ce. Mm. Hg (1:40), Ce. 

Ws 5 da codeine hucers thes pees 0.2 15 2 

BD ovens devesoces vececdoosesss 0.2 15 2 

Di cainlicntdbtesemddacekssouk 0.2 15 2 

bbs piadnendédescoveececsersas 0.2 15 2 

Bis shecdavbetcscecbbbudsséenr 0.2 15 2 

Di dbosavdebssstrocensadeteanee 0.2 15 2 


Survival, 
Hr. 


4 


24* 


Autopsy Findings 
we 





~~ 
Gross Appearance Fat Necrosis Microscopic 
Swollen, hemorrhagic Moderate Diffuse pancreatic 
necrosis 
Entirely normal None Slight ductal and 
alveolar dilatation, 
no pancreatitis 
Swollen, hemorrhagic Extensive Diffuse pancreatic 
necrosis 
Swollen, hemorrhagic Extensive Diffuse pancreatic 
necrosis 
Swollen, hemorrhagic Slight Diffuse pancreatic 
necrosis 
Slightly swollen, oeca- None Mild pancreatic 
sional small hemor- necrosis 


rhages 





* Rabbits 29 to 33 were killed after 24 hours. 


imals tested, whereas meningococcic toxin uniformly 
produced severe reactions in all animals. 
Animals.—The rabbits used were market-bought 
hybrid albino rabbits weighing 2 to 4 kg. (5 to 9 lb.). 
The goats were adult male and female animals of do- 
mestic breeds weighing 30 to 45 kg. (67 to 100 lb.). 
Both rabbits and goats were anesthetized lightly with 
pentobarbital (Nembutal) given intravenously. 
Cannulization of Pancreatic Duct.—Olive-tipped can- 
nulas of varying caliber were made from hypodermic 


cannula was used for injection. Thereafter, the pan- 
creatic duct was ligated, the cannula withdrawn, and the 
incision in the bile duct approximated with continuous 
fine nonabsorbable surgical sutures. 

Injection Apparatus.—An injection apparatus con- 
sisting of a 4 liter pressure bottle connected to a mercury 
manometer and to a small graduated fluid reservoir was 
used at all times to deliver a known volume of fluid at 
constant pressure. The pressures and volumes used art 
given in detail in the appropriate subsection. 
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Histological Methods.—As soon as possible after the 
animals died or were killed, tissues were fixed in 10% 
formaldehyde solution (Formalin) or Zenker’s solution. 
Sections were stained chiefly by the standard hematox- 
ylin and eosin method. 


INTRADUCTAL ADMINISTRATION OF PREPARATORY 
DOSE IN THE RABBIT 

[he following experiment was done to determine 
whether perfusion of toxin into the pancreatic duct 
would sensitize the pancreatic blood vessels to the 
Shwartzman reaction (table 1): Laparotomy was per- 
formed on 10 rabbits that were under pentobarbital 
anesthesia. The pancreatic duct was exposed and can- 
nulated, and 0.25 cc. of a 1:2 sodium chloride dilution 
of potent meningococcic toxin was injected slowly at a 
pressure Of less than 25 mm. Hg. Soon after the injection 
was completed, the pancreas became mildly edematous 
as the individual pancreatic lobules became separated 
by clear interstitial fluid. The pancreatic duct was then 
ligated, the cannula removed, and the laparotomy in- 
cision closed. 


The majority of the rabbits recovered from anesthesia 
within a few hours, and during the subsequent 24 hour 
period they appeared alert and active, drinking and eat- 
ing in normal fashion. Two animals failed to recover 
from anesthesia. 

Twenty-four hours after the preparatory injection, a 
challenging dose of 2 cc. of a 1:40 dilution of the same 
toxin was given intravenously. Within three hours, all 
eight rabbits appeared ill. Some deteriorated rapidly and 
soon lay on their sides breathing heavily while others, 
less severely affected, remained huddled in a corner of 
the cage. All eight animals died between 4 and 24 hours 
after administration of the challenging dose. 


At autopsy, the only observation of note was severe 
diffuse hemorrhagic pancreatitis with disseminated mili- 
ary areas of fat necrosis. The normal finely reticular 
appearance of the rabbit pancreas was completely ob- 
scured by grayish opalescent swelling and extensive 
hemorrhage, the gland being swollen to about 3 or 4 
times normal size. This observation was consistent in all 
animals of this group. The microscopic features of the 
lesion will be described. 


A series of eight rabbits were then used to control the 
two factors of intraductal and intravenous administration 
of toxin. Thus, four of these animals received toxin in 
identical fashion to the aforementioned group, with the 
omission of only the challenging intravenous dose. They 
recovered rapidly from anesthesia and appeared in ex- 
cellent condition when killed 48 hours later. At autopsy, 
the pancreas appeared grossly normal in each instance. 
Histologically, there was no pancreatic or fat necrosis 
and only occasional small areas of interstitial polymor- 
phonuclear leukocyte infiltration. 


The second control group, also comprising four ani- 
mals. received intravenously only the dose of 2 cc. of 
1:40 toxin. They remained in good health, and, when 
they were killed 48 hours later, there was neither gross 
nor microscopic evidence of pancreatic disease. 
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PROVOCATION OF THE LOCAL SHWARTZMAN 
REACTION 

In view of the frequent presence of Esch. coli in the 
upper duodenum and sometimes in bile, it was felt that 
added significance might be given to the present work 
with the use of endotoxin derived from a human strain 
of this organism for preparation and provocation of the 
local Shwartzman reaction in the pancreas. Accordingly 
toxin prepared in the manner already described was 
injected by the standard method into the pancreatic 
ducts of six rabbits under a pressure of 15 mm. Hg. 
After 24 hours 2 cc. of the 1:40 dilution of the same 
toxin was given intravenously to each rabbit. Five of the 
six rabbits appeared ill during the subsequent six hours, 
one of these dying within four hours. The remaining 
animals were killed at 24 hours when four of the five 
survivors appeared ill. 





Fig. 1.—Section showing venular thrombosis in a rabbit killed two hours 
after provocation of the local Shwartzman reaction in the pancreas. 
Swelling of the endothelial cells and disruption of the wall are prominent 
in one area. 


Varying degrees of pancreatitis were produced in five 
out of six animals (table 2). Dermal injections of the 
toxin were performed at the time of pancreatic prepara. 
tion and positive dermal reactions were obtained in all 
animals showing pancreatitis. The animal that did not 
have pancreatitis also did not have the dermal Shwartz- 
man reaction. As mentioned previously preliminary 
studies with this Esch. coli toxin demonstrated that its 
potency in producing the Shwartzman reaction was less 
than that of the meningococcic strain used in the pre- 
vious experiment. More recently a strain of Esch. coli, 
which is as potent in producing the local Shwartzman 
reaction as the 44-B strain of Meningococcus, was iso- 
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lated. With toxin derived from this strain of Esch. coli 
it was possible to produce uniformly fatal hemorrhagic 
pancreatitis. 


INTRADUCTAL ADMINISTRATION OF PREPARATORY 
DOSE IN THE GOAT 


In view of the known sensitivity of the goat to the 
dermal Shwartzman reaction * and the accessibility of 
the pancreatic duct in this species, an attempt was made 
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Fig. 2.—Section showing venular hyaline thrombosis in an animal 18 
hours after provocation of the local Shwartzman reaction. The alveolar 
structure has been lost, and the cells are in an advanced state of necrosis. 
Polymorphonuclear leukocyte infiltration is prominent. 


to produce hemorrhagic pancreatitis by the above- 
described method. Accordingly, 5 cc. of the standard 
meningococcic toxin diluted 1:2 was injected into the 
pancreatic duct of each of three goats under a pressure 
of 45 mm. Hg. At the conclusion of the procedure the 
cannula was withdrawn and the duct ligated. In 24 hours, 
each animal received intravenously 10 cc. of a 1:10 dilu- 
tion of the same toxin as a challenging dose. 

The results are summarized in table 3 whence it will 
be seen that in two of the three goats so treated severe 
hemorrhagic pancreatitis with extensive fat necrosis de- 
veloped. At the time of killing, both these animals ap- 
peared ill and one was too weak to stand. The third 
animal had extensive cholangitis and cholecystitis at 
operation and died four hours after the challenging in- 
jection. It showed mild early pancreatitis at autopsy. 


MORPHOLOGICAL FEATURES IN RABBIT 

AND GOAT 
In general, in both rabbit and goat the pancreatic 
lobules are widely separated by pink staining colloid 
material containing abundant fibrin strands and large 





4. Shwartzman, G.: Phenomenon of Local Tissue Reactivity and Its 
Immunological, Pathological and Clinical Significance, New York, Paul B. 
Hoeber, Inc., 1937. 
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numbers of red blood cells. The alveolar cells in the are is 
of greatest destruction appear as amorphous, intensc'y 
eosinophile masses unrecognizable as pancreatic tis- 
sue. In several instances there is considerable poly- 
morphonuclear leukocyte reaction in these areas of 
severe damage, while at other times polymorphonuclear 
leukocytes are conspicuously absent. Some lobules 
show much less damage, and peripherally the alveolar 
cells appear entirely normal while the central portion 
of the lobule is represented by a disorganized area 
composed of karyorrhectic nuclei, hemorrhage, and in- 
filtrating polymorphonuclear leukocytes. The polymor- 
phonuclear leukocytes are rarely present as well-defined 
cells but more commonly in an advanced state of necro- 
biosis. 

The blood vessels show a wide spectrum of changes. 
Hyaline capillary thrombosis, described by Opie ** in 
human pancreatitis, is frequently seen. Many of the 
capillaries and venules are engorged and occasionally 
ruptured. 

Commonly, the walls of the small venules are swollen, 
eosinophilic, and structureless. Through these damaged 
areas, diapedesis of erythrocytes and polymorphonuclear 
leukocytes is frequently seen. Such a vessel frequently 
contains hyaline thrombotic material closely adherent to 
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Fig. 3.—Fatal hemorrhagic pancreatitis in a rabbit that died 18 hours 
after provocation of the local Shwartzman reaction. This section shows 
an area of fat necrosis in the peripancreatic adipose tissue, an area of 
pancreatic necrosis, and polymorphonuclear leukocyte reaction. 


the damaged endothelium (fig. 1). In and around areas 
of extensive pancreatic necrosis, occlusion by hyaline and 
leukocyte-platelet thrombi of small vessels, chiefly capil- 
laries and venules, is a prominent feature (fig. 2). On 
examination of tissues from animals killed at varying 
intervals after provocation of the local Shwartzman re- 
action in the pancreas it became clear that venous and 
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capillary thrombosis regularly preceded the pancreatic 
necrosis and hemorrhage (fig. 1 and 2). It should be 


‘noted that all the vascular changes thus far described are 


regularly seen in the developing dermal Shwartzman 
phenomenon.® The primary role of this vascular reaction 
in the causation of the pancreatic necrosis described in 
the present work is further supported by Stetson’s dem- 
onstration that capillary and venous thrombosis takes 
place during the first hour after provocation of the local 
Shwartzman reaction. Furthermore, it is of interest that 
in a review of seven fatal cases of human hemorrhagic 
pancreatic necrosis hyaline capillary and venous throm- 
boses morphologically similar to those described above 
were a prominent feature in six.° 

Another vascular lesion seen in areas of maximum 
destruction is eosinophile necrosis of the walls of small 
arteries, usually without thrombosis. The muscular 
medium is transformed into a structureless smudgy eosin- 
ophil band and the intima becomes swollen and frag- 
mented. This is the lesion ascribed by Rich and Duff *” 
\o tryptic digestion and regarded by them as characteris- 
tic of human pancreatitis. Although it is frequently seen 
in rabbits with Shwartzman-induced pancreatitis that 
survive for longer than 12 hours, this particular type of 
arterial necrosis is not seen in the dermal Shwartzman 
reaction and may well result from the action of liberated 
trypsin. 

The pancreatic ductules are generally well preserved, 
and their epithelial linings are intact. In areas of severe 
pancreatitis, they too are hemorrhagic and partly ne- 
crotic although seemingly more resistant than pancreatic 
parenchyma or blood vessels. The classical lesion of fat 
necrosis is commonly seen in the peripancreatic adipose 
tissue and omental-fat (fig. 3). 


COMMENT 


Hemorrhagic pancreatic necrosis produced by the 
local Shwartzman reaction bears a striking resemblance 
to its human counterpart both clinically and morpho- 
logically. As shown by the control studies, intravenous 
provocation is fundamental in producing the vascular 
lesion. Thus, perfusion of toxin alone into the pancre- 
atic duct fails to produce the disease although diffusion 
of toxin into the interstitial tissues is shown by focal 
perivascular areas of polymorphonuclear leukocyte re- 
action. This situation is analogous to the mild inflam- 
matory cell infiltration seen in the dermal Shwartzman 
reaction prior to intravenous administration of the chal- 
lenging dose. 

It is evident from the work of Stetson and others * 
that the local Shwartzman reaction is essentially vascular 
in nature and that the dermal necrosis is a secondary 
phenomenon occurring as a result of capillary and 
venular thrombosis and hemorrhage. In addition, indi- 
tect confirmation of this observation is given in the 
demonstration by Good and Thomas * and Cluff and 
Berthrong ® that the dermal necrosis of the local Shwartz- 
man reaction is entirely prevented by adequate hepa- 
tinization prior to intravenous administration of the 
provocation dose. This fact has considerable bearing 
in the pathogenesis of the hemorrhagic pancreatitis 
described herein and implies that this condition may 
develop entirely on a vascular basis. In the same way 
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the vascular lesion frequently seen in human hemor- 
rhagic pancreatitis may have a similar causal relation- 
ship. While the initial lesion is vascular, it is evident 
that the fulminating destruction that characterizes this 
form of experimental pancreatitis is enhanced by the 
action of trypsin and lipase liberated from the ischemic 
pancreas. 

As has been shown in the present work, the toxin 
diffuses readily through an apparently intact pancreatic 
ductal system to reach the interstitial blood vessels. The 
perfusion pressures were carefully controlled throughout 
these experiments and the manometric readings obtained 
were in excess of actual perfusion pressure through the 
duct in view of the resistance offered by the small caliber 
cannulas during the short period of injection. The state- 
ment by Rich and Duff '» that fatal hemorrhagic pan- 
creatic necrosis may be produced experimentally only 
by methods producing ductal rupture, therefore, deserves 


TABLE 3.—Acute Hemorrhagic Pancreatitis in the Goat 
Produced by Local Shwartzman Reaction 


Autopsy Findings 
A. = 





Pate ee eee ie a 
Peritoneal Fat Gross. 
Goat Survival Cavity Necrosis Appearance 
1 Killed after 800 ec. of Extensive, Swollen to about 
72 hr., mori- serosan- scattered 3times hormal 
bund at this guineous throughout size, hemor- 
time fluid peritoneal rhagie with 
cavity large areas 
of obvious 
° P necrosis 
2 Killed after 250 ce. of Many miliarg Markedly 
48 hr., ill at serosan- areas of fat edematous 
this time guineous necrosis in with scattered 
fluid immediate lby 2 em. 
vicinity of areas of hem- 
pancreas ofthage and 
necrosis 
3* Died 4 hr. Minimal None Slightly edema- 


after amount of 
ehallenging 
injection 


tous, moder- 
ately hyper- 
emic with 
punctate hem- 
orrhages but 
with no ob- 
viously 
necrotic 

areas 


clear stfaw- 
colored fluid 





* At the time of operation, this animal was found to have severe 
cholangitis and cholecystitis, which undoubtedly contributed to its early 
death. 


modification. In the rabbit all ductal injections were 
performed at pressures between 15 and 25 mm. Hg. 
This contrasts sharply with the pressure required to 
produce ductal rupture, which, in our experience, varies 
between 150 and 300 mm. Hg.° 

Though meningococcic toxin of a single strain was 
used for convenience in most of the present experiments, 
it has been amply demonstrated that the endotoxins of 
a host of gram-negative organisms have an equal ability 
to induce local vascular sensitization. It is also of inter- 
est that among these organisms are the common intes- 
tinal commensals Esch. coli, Proteus organisms, and the 
pathogenic Salmonella typhosa,* all of which may occur 





5. Stetson, C. A.: Studies on the Mechanism of the Shwartzman Phe- 
nomenon: Certain Factors Involved in the Production of the Local Hemor- 
thagic Necrosis, J. Exper. Med. 93: 489-503 (May) 1951. 

6. Thal, A.: Unpublished data. 

7. Shwartzman.’ Stetson.‘ 

8. Good, R. A., and Thomas, L.: Studies on the Generalized Shwartz- 
man Reaction: IV. Prevention of the Local and Generalized Shwartzman 
Reactions with Heparin, J. Exper. Med. 97: 871-888 (June) 1953. 

9. Cluff, L. E., and Berthrong, M.: The Inhibition of the Local Shwartz- 
man Phenomenon by Heparin, Bull. Johns Hopkins Hosp. 92: 353-368 
(May) 1953. 
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in the upper reaches of the duodenum in which they or 
their products may perfuse the biliary-pancreatic duct 
system.'° , 

The findings reported in this paper may have some 
bearing on the naturally occurring disease by providing 
a mechanism whereby toxin or various micro-organisms 
present in bile or duodenal contents may sensitize the 
pancreatic blood vessels. As shown by Shwartzman, the 
reaction is then readily produced in such sensitized tissue 
by the presence in the systemic circulation of a number 
of biologically unrelated substances. 


SUMMARY 

Fulminating hemorrhagic pancreatitis was produced 
in the rabbit and the goat by means of sensitization of 
the pancreatic blood vessels to bacterial products. This 
was accomplished by introducing meningococcic or 
Escherichia coli endotoxin into the pancreatic duct at 
pressures well below those required to produce ductal 
rupture and subsequently inducing the local Shwartzman 
reaction by intravenous injection of the same toxin. 
Rapid diffusion of bacterial toxin through intact ductal 
walls was repeatedly observed. In control experiments 
in which the intravenously administered provocative 
dose was omitted, pancreatic necrosis failed to occur in 
all cases. Histological studies uniformly showed capil- 
lary and venular hyaline thrombosis. 

10. Hicken, N. F., and McAllister, A. J.: Is the Reflux of Bile into the 


Pancreatic Ducts a Normal or Abnormal Physiologic Process? Am. J. Surg. 
$3: 781-786 (June) 1952. 
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NEW AND NONOFFICIAL REMEDIES 

The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. StorMONT, M.D., Secretary. 


Erythromycin.—llotycin (Lilly)—Erythromycin is an antibiotic 
isolated from the elaboration products of Streptomyces eryth- 
reus, when grown by deep culture in suitable mediums. The 
structural formula of erythromycin has not been established. 


Actions and Uses.—Erythromycin is clinically effective 
against certain infections caused by gram-positive bacteria. 
These include certain beta-hemolytic streptococci, pneumo- 
cocci, and staphylococci. Bacteriologic studies have shown 
that erythromycin is similar to penicillin in antibacterial activ- 
ity; however, at present, there is insufficient clinical evidence 
to warrant the use of erythromycin against other gram-positive 
micro-organisms, such as alpha hemolytic and nonhemolytic 
streptococci, or against gram-negative bacteria, such as men- 
ingococci and gonococci. Bacterial resistance to erythromycin 
may develop rapidly. The drug is as active against suscept- 
ible penicillin-resistant strains as it is against penicillin-sensi- 
tive strains. 

Erythromycin may produce mild gastrointestinal disturb- 
ances. Thus far, such side-effects are infrequent and seem to 
be related to dosage; large doses occasionally cause nausea, 
vomiting, diarrhea, and prostration. Erythromycin does not 
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induce the profound change in intestinal flora encounterg 
with prolonged use of broad spectrum antibiotics. Contraing. 
cations thus far have not developed, but until there has bee, 
longer experience in its use, physicians should be alert to th, 
appearance of untoward reactions. When therapy is Prolonge; 
more than two weeks, repeated blood counts are advisable 

Dosage.—Erythromycin is currently administered only jy 
the oral route. With specially coated tablets, the drug may }, 
taken with meals. In this form, a single dose of 0.2 gm. pro. 
duces an average blood concentration of 0.04 to 0.16 meg 
per cubic centimeter for six to eight hours. 

Optimal dosage has not been finally established. The aye. 
age effective dosage for adults ranges from 0.2 to 0.5 gm 
every six hours; for children, doses of 6 to 8 mg. per kilo. 
gram of body weight every six hours are suggested. Pney. 
mococcus pneumonia has responded to doses of 0.2 gm 
initially and 0.1 gm. every three hours. In severe infection 
doses up to 0.5 gm. may be repeated every six hours if ne. 
essary. Doses in excess of 0.5 gm. every six hours occasionally 
have produced nausea, vomiting, and diarrhea. 


Eli Lilly & Company, Indianapolis. 
Tablets llotycin (Specially Coated): 0.1 gm. 


Erythromycin Stearate.—Erythrocin Stearate (Abbott).—En. 
thromycin stearate is the stearic acid salt of erythromycin, 
It usually contains some uncombined stearic acid. The struc. 
tural formula of erythromycin stearate has not been estab. 
lished. 

Actions and Uses.—Erythromycin stearate has the same 
actions and uses as erythromycin base. (See the monograph 
on erythromycin.) The stearate salt, when properly buffered, 
gives blood levels comparable to those obtained with the bas 

Dosage.—Erythromycin stearate is administered orally. The 
dosage is expressed in terms of, and is identical with, that of th 
base. (See the monograph on erythromycin.) For children the 
recommended dose is 4.5 to 6.5 mg. of erythromycin bas 
per kilogram (2 to 3 mg. per pound) of body weight, admin- 
istered at four to six hour intervals. 


Abbott Laboratories, North Chicago, Ill. 

Oral Suspension Erythrocin Stearate (Pediatric): 60 cc. bo 
tles. A flavored suspension containing 20 mg. of erythromycin 
as the stearate in each cubic centimeter. Preserved with 0.1% 
methylparaben and 0.02% propylparaben. 
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ACCEPTED FOODS 


The following products intended for use in low sodium ané 
other therapeutic diets, have been accepted as conforming \ 
the rules of the Council. Data regarding composition represet' 
the best available information, which is based on submitted re 
ports of analyses. The Council has requested continuing analyt 
cal studies, especially of the sodium content of products intended 
for use in low sodium diets, because of the natural variations 
in the composition of processed foods. 

James R. Witson, M.D., Secretary. 


Gibbs & Co., Inc., Baltimore. 
Gibbs Brand Dietetic Pack Cut Green Beans. 

Ingredients: Tendergreen variety beans, packed in water with- 
out any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 5.2%, 
moisture 94.8%, ash 0.4%, fat (ether extract) 0.1%, protel 
(N x 6.25) 0.8%, crude fiber 0.7%, available carbohydrate 
3.2%, and sodium 0.4 mg. per 100 gm. 
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Calories —0.17 per gram; 4.8 per ounce. 
Use.-—In low sodium, low calory, and other therapeutic diets. 


Gibbs Brand Dietetic Pack French Style Green Beans, 

Ingredients: Flat-type green beans packed in water without 
any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 4.5%, 
moisture 95.5%, ash 0.2%, fat (ether extract) 0.1%, protein 
(N x 6.25) 0.7%, crude fiber 0.7%, available carbohydrates 
2.8%, and sodium 0.2 mg. per 100 gm. 


Calories —0.15 per gram; 4.25 per ounce. 


Use.—In low sodium, low calory, and other therapeutic diets. . 


Gibbs Brand Dietetic Pack Cut Wax Beans. 


Ingredients: Kinghorn variety wax beans packed in water with- 
out any added sugar or sait. 


Analysis (submitted by manufacturer)—Total solids 5.7%, 
moisture 94.3%, ash 0.4%, fat (ether extract) 0.03%, protein 
(N x 6.25) 1%, crude fiber 0.7%, available carbohydrates 
3.6%, and sodium 0.3 mg. per 100 gm. 


Calories.—0.19 per gram; 5.4 per ounce. 
Use.—In low sodium, low calory, and other therapeutic diets. 


Gibbs Brand Dietetic Pack Diced Carrots. 


Ingredients: Red-cored Chantenay carrots packed in water 
without any added sugar or salt. 


Analysis (submitted by manufacturer)—Total solids 5.9%, 
moisture 94.1%, ash 0.4%, fat (ether extract) 0.1%, protein 
(N x 6.25) 0.6%, crude fiber 0.5%, available carbohydrates 
4.2%, sodium 40 mg. per 100 gm. 


Calories —0.22 per gram; 6.24 per ounce. 
Use.—In low sodium, low calory, and other therapeutic diets. 


Gibbs Brand Dietetic Pack Sweet Peas. 


Ingredients: Peas (Surprise variety) packed in water without 
any added sugar or salt. 


Analysis (submitted by manufacturer).—Total solids 9.7%, 
moisture 90.3%, ash 0.3%, fat (ether extract) 0.4%, protein 
(N x 6.25) 2.5%, crude fiber 1.0%, available carbohydrates 
5.5%, sodium 0.4 mg. per 100 gm. 

Calories —0.41 per gram; 11.6 per ounce. 

Use.—In low sodium, low calory, and other therapeutic diets. 


Gibbs Brand Dietetic Pack Peas and Carrots. 


Ingredients: Peas (Surprise variety) and red-cored Chantenay 
carrots packed in water without any added sugar or salt. 


Analysis (submitted by manufacturer).—Total solids 10.4%, 
moisture 89.6%, ash 0.5%, fat (ether extract) 0.1%, protein 
(N x 6.25) 2.4%, crude fiber 0.9%, available carbohydrates 
6.5%, and sodium 7.2 mg. per 100 gm. 


Calories —0.37 per gram; 10.5 per ounce. 
Use.—In low sodium, low calory, and other therapeutic diets. 


Gibbs Brand Dietetic Pack Spinach. 
ingredients: Northland-Viking spinach packed in water with- 
out any added sugar or salt. 


Analysis (submitted by manufacturer).—Total solids 7.1%, 
moisture 92.9%, ash 1.1%, fat (ether extract) 0.4%, protein 
(N x 6.25) 2.6%, crude fiber 0.6%, available carbohydrates 
2.4%, and sodium 41.4 mg. per 100 gm. 

Calories.—0.24 per gram; 6.75 per ounce. 


Use.—In low sodium, low calory, and other therapeutic diets. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as 
conforming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 


RALPH E, De Forest, M.D., Secretary. 


Meditron Electromyograph, Model 201-A 
The Meditron Company, 708 S. Fair Oaks Ave., Pasadena 2, 
Calif. 

The Meditron Electromyograph, an apparatus for studying 
the activity of voluntary muscles by means of the action poten- 
tials that accompany contraction, is useful in the diagnosis of 
neuromuscular disorders, The apparatus is housed in a rectangu- 
lar cabinet or console that stands on 
casters, measures 108 (height) by 64 
by 49 cm. (42% by 25 by 19 in.), 
and weighs 77.5 kg. (171 Ib.). The 
upper half of the cabinet houses the 
apparatus that views and photographs 
the wave forms that are rendered vis- 
ible by the cathode ray tube. The ac- 
tion potentials are also translated into 
sound by means of a loudspeaker and 
can be recorded (for later reproduc- 
tion and study) by means of a mag- 
netic tape recording system built into 
a large drawer in the lower half of 
the cabinet. 

Meditron Electromyograph, 


The apparatus requires a source of 
Model 201-A PP wanes = 


alternating current at 60 cycles and 

115 volts; the power consumption is 
about 200 watts. The tape recorder uses the standard 6.4 mm. 
(Y% in.) tape and records it at either 95 or 190 mm. (3% ot 
7% in.) per second. 

Crated for shipment, the apparatus measures 113 by 71 by 
56 cm. (45 by 28 by 22 in.) and weighs 107 kg. (235 Ib.). The 
shipping weight includes a camera, five rolls of film, shade and 
lens assembly, two rolls of myoscope tape, and a microphone. 


Silvertone Hearing Aid, Model H-16 

Johnston Hearing Aid Mfg. Co., 708 W. 40th St., Minneapolis. 
Distributor: Sears, Roebuck and Co., 925 S. Homan Ave., 
Chicago 7. 

The Silvertone Hearing Aid, Model H-16, is an electric in- 
strument using three vacuum tubes, an A-battery (zinc-carbon, 
1.5 volts, and a B-battery (22.5 volts), The metal casing of the 
instrument measures 75 by 56 by 19 mm. and weighs 77.5 gm., 
without batteries. The A and B batteries weigh 16 and 20 gm. 
respectively, the earphone 8.5 gm., and the receiver cord 2.5 
gm., making the total weight 124.5 gm. 


CORRECTION 

Acousticon Hearing Aid, Model A-17.—The Council's report 
of acceptance of this device in THE JouRNAL, Jan. 2, 1954, page 
59, listed the dimensions and weight of this apparatus erro- 
neously, The statement should have read: “The body of the in- 
strument, disregarding minor projections, measures 82 by 65 
by 22 mm. and weighs 89 gm.” 
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CONFERENCES ON MENTAL HEALTH 


Two recent conferences of major national import pro- 
vide hopeful evidence that the United States is now gird- 
ing itself for a comprehensive attack on the No. 1 health 
problem, that of mental and emotional health and illness. 
The first of these conferences, held in October, 1953, in 
Washington, D. C., was sponsored jointly by the Amer- 
ican Medical Association and the American Psychiatric 
Association to bring together, for a two day session, all 
private and governmental national groups with an interest 
and stake in the improvement of mental health and treat- 
ment of mental illness. The conference was attended by 
representatives of medicine, law, nursing, sociology, psy- 
chology, government, and all fields of education. 


Among more than 40 organizations represented at 
the conference, a preliminary study showed that 15 were 
engaged in professional education and the setting of 
standards for professional workers, 15 were engaged in 
the preparation and distribution of publications con- 
cerned with mental health, 12 were engaged in direct 
education of the public, and 10 were occupied with prob- 
lems of the training of nonmedical personnel. Twenty- 
seven organizations stated that they planned to enter new 
and additional activities or to expand present activities. 
Concerning areas in the field of mental health that now 
receive too little consideration from any organization, 
the organizations indicated that four chief areas now 
needing more attention are, in order: (1) education of the 
public for improved mental health and prevention of 
mental illness; (2) teaching of mental health practices in 
public schools, colleges, and universities; (3) interdisci- 
plinary cooperation in all mental health programs; and 
(4) research in treatment and prevention. 


The conference centered around a series of open 
forum discussions on the general subjects of training of 
mental health workers, treatment, prevention, and re- 
search. Discussion revealed many areas of overlapping 
effort among the participating organizations and also 
many areas wherein a much closer collaboration could 
bring promising results. There was demonstrated, how- 
ever, a serious lack of understanding, particularly be- 
tween medical and nonmedical groups, of what each was 
doing or attempting to do and a lack of understanding of 
what each group’s proper role might be in relation to 
others. A bringing out and clarification of these differ- 
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ences was the main purpose of this conference and wil] 
continue to be the aim in future conferences with these 
same groups. 

Although the conference did not attempt to formulate 
resolutions or recommendations, certain new emphases 
were supplied by the participants. In discussing the train- 
ing of mental health workers, it was obvious that there js 
a growing body of opinion that, second only to the family 
constellation, school teachers are the most important 
group in maintaining and advancing the mental and emo. 
tional health of children. In this respect, it was empha- 
sized that school teachers did not need to be given too 
great an intellectual orientation in psychiatric theory but 
that they do need to know that their attitudes and their 
emotional relationship with students can often be more 
important to the children than the content of the courses 
they teach. It was also mentioned that proper attitudes 
of the father in the home and of the school administrator 
in the school can do much to create a favorable climate 
for preservation of mental health in the mother and 
teacher and through this can greatly aid the mental and 
emotional growth of children. 


In discussion of treatment, stress was placed on the 
basic need for an acceptable working theory in psy- 
chiatry in order to properly set goals of treatment and 
evaluate results. Concerning research, the point was 
made that not every teacher, nurse, social worker, phy- 
sician, or psychiatrist needs to be a researcher, but that 
what is needed are more “rigorous standards of research” 
and research that can be statistically validated. Discus- 
sion On preventive aspects of mental illness emphasized 
very strongly a need for an epidemiological approach to 
mental illness and the development of the kind of mass 
measures of prevention that have been so successful in 
the communicable somatic diseases. 


In a welcoming statement to the participants, Dr. 
Walter B. Martin, President-Elect of the American Med- 
ical Association, in stating the purposes and hopes of 
the conference, said: “I believe we need many confer- 
ences of this kind where not only doctors, but representa- 
tives of many other disciplines can come together, ex- 
change ideas, and perhaps reach a level of real commuv- 
nication and understanding that will help in solving the 
many problems that medicine still faces. Real communi- 
cation and understanding is always difficult, but always 
necessary if we are to work together as we must.” 

A second conference of major national interest and 
importance was held in February of this year in Detroit, 
when representatives from 46 states and Puerto Rico 
gathered to attend the first National Governors’ Con- 
ference on Mental Health. Two central themes were de- 
veloped at this conference, the first related to the need 
for substantial increases in appropriations to relieve over- 
crowded conditions in mental hospitals. This can be 
done through the development of intensive treatment 
programs as a result of which greater numbers of pa- 
tients can be discharged to lead productive lives. It was 
emphasized that we already know a great deal about the 
treatment of psychiatric illness but that this information 
is not now applied adequately. The second theme cet- 
tered about the need for research and training, with the 
prevention of mental illness as the primary end. This 
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need was related to the necessity for adequate training 
of many more mental health workers, including psychi- 
atrists, nurses, psychiatric social workers, psychologists, 
and other ancillary personnel. 

The governors attending the conference adopted the 
following 10-point program for mental health: 

|. By far the major share of a state’s mental health re- 
sources must be used for the care and treatment of pa- 
tients in state hospitals for the mentally ill. Psychiatric 
treatment with the fullest use of existing knowledge can 
return many more people to productive and useful lives. 
Increased appropriations for additional qualified mental 
health personnel and intensive treatment programs 
should be provided by the states at their next legislative 
sessions. 

2. Training and research in the field of mental health 
are essential elements of effective mental health pro- 
grams. The serious accumulation of patients and costs 
can only be reduced by discovering new knowledge and 
new methods of treatment and by more adequate training 
and development of mental health personnel. State legis- 
latures are urged to appropriate specific sums for train- 
ing and research in addition to the regular appropriations 
for care and treatment. 


3. Ultimate reduction of the population in state men- 


‘tal hospitals can only be achieved by efforts to prevent 


mental illness. This requires facilities for early identifica- 
tion, for early treatment, and for after-care and super- 
vision of those on leave from state hospitals. State 
governments should take the initiative with both financial 
and professional assistance in stimulating local public 
and private agencies to participate actively in preventive 
programs. 


4. At present it is estimated that less than 1 per cent 
of total state mental health budgets is expended for re- 
search—$4 million out of a total expenditure of about 
$560 million. Based on a comprehensive survey of state 
mental health officials, it is recommended that the states 
should devote a much larger precentage of their total 
mental health budgets to basic and applied research. 


5. Effective training and research programs cannot be 
achieved without effective organization. A position of 
director of training and research should be established 
within the mental agency in each state, and a technical 
advisory committee, composed of scientists and educa- 
tors in the field of mental health, cooperating with 
scientists in universities and industry, should be estab- 
lished in each state to advise and assist the mental health 
agency, 

6. State institutions which are not accredited for res- 
idency or as affiliate training centers for psychiatrists, 
clinical psychologists, social workers, nurses, and other 
professional groups should receive support from gover- 
hors and legislatures in their endeavors to raise the level 
of teaching and supervision in their institutions to secure 
accreditation. 


7. The states should provide stipends for graduate 
(raining in the psychiatric field, should adjust salary 
scales, and should provide educational leaves of absence 
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so that state mental hospitals may compete effectively 
for the limited personnel available. 


8. One of the important obstacles to adequate eval- 
uation of procedures and therapies is a lack of uniformity 
in statistical methods. All states should cooperate with 
the United States Public Health Service and the American 
Psychiatric Association in the adoption of uniform ter- 
minology for statistical reporting procedures. 

9. Joint action by groups of states may provide one 
of the most fruitful means of attacking mental illness. 
This can be partially achieved by periodic regional men- 
tal health conferences, regional programs such as that 
now sponsored by the Southern Regional Education 
Board, and by active participation in the Interstate Clear- 
inghouse now established through the Council of State 
Governments. The Clearinghouse, in cooperation with 
existing public and private agencies, will provide a me- 
dium for exchange of pertinent information among the 
states, will assist the states in organizing more effective 
mental health programs, and will help in developing inter- 
state agreements. 

10. State and community mental health organizations 
should play important roles in educating the public to the 
problems of mental health and to the methods of improv- 
ing psychiatric services. The states should encourage and 
support mental health education in the schools, good 
relationships between hospitals and their surrounding 
communities, and the provision of adequate community 
psychiatric services. These may, in the long run, be most 
important in determining the mental health of the nation. 


In summarizing this meeting, Dr. Karl Menninger said, 
“The governors of many states have discovered that 
people do care; that citizens—given a chance to know 
via the press, and given a chance to help as volunteers, 
as partisans, as ‘friends of the friendless,’ and given direc- 
tions as to needs—will not let their fellow Americans 
down. We have not asked for enough. The least expen- 
sive, the most economical method is to cure the largest 
possible number in the shortest possible time.” 


A DATE WITH DISASTER 


On June 20, the day preceding the opening of the 
Annual Meeting of the American Medical Association 
in San Francisco, the Council on National Emergency 
Medical Service will conduct the second National Med- 
ical Civil Defense Conference. It is the purpose of this 
meeting to impress on the individual physician his vital 
role in medical civil defense plans for the care of casual- 
ties in the event of disaster. This reorientation and stimu- 
lation is particularly important in the light of recent de- 
velopments in hydrogen and atomic weapons. The meet- 
ing, which will be held from 9:30 a. m. until 4:00 p. m. 
in the Concert Room of the Palace Hotel, will feature 
outstanding medical civil defense speakers and will be 
attended by individual physicians interested in civil de- 
fense as well as by state and national governmental of- 
ficials. 


It is well known that emergency medical services are 
the foundation of a relief program in the event of dis- 
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aster, whether it is a natural disaster or one caused by 
a hydrogen, atomic, biological, or chemical attack. How- 
ever, the mere recognition of this fact will not, of itself, 
insure effective medical care. Careful planning com- 
bined with intelligent leadership and professional co- 
operation are necessary ingredients of any workable med- 
ical civil defense program. 

Conditions of international unrest combined with de- 
velopments in the field of hydrogen and atomic destruc- 
tion are compelling reasons for a more serious and en- 
thusiastic approach by physicians of this country toward 
medical civil defense. Despite the concerted efforts of all 
echelons of organized medicine the average physician 
has not recognized and accepted his personal civil de- 
fense responsibilities. In trying to find out why, we hear 
a variety of reasons: Too busy; don’t know the facts; have 
never been contacted; or just plain “what’s the use?” 

Physicians who think they are too busy now should 
try to picture their activities in the event of an enemy at- 
tack, with its thousands of casualties and deaths. The 
current planning assumptions of the Federal Civil De- 
fense Administration for the fiscal year 1955 are based 
on an attack on all 92 target cities with varying sizes and 
types of weapons. With one hour warning and an 80% 
effective population dispersal plan, the total casualties 
would be 13,500,000, of which 8,200,000 would survive 
the first 24 hours. 

It is apparent from these facts that physicians will be 
besieged by hundreds of casualties and members of their 
families, all needing and demanding medical care. With- 
out an efficient, organized plan worked out and under- 
stood in advance, chaos is inevitable. Physicians cannot, 
therefore, sit back any longer and expect to have some- 
one plead with them to assume their responsibilities. They 
must demonstrate individual initiative now. 


What of the physician who says “what’s the use?” The 
answer to him must be given in terms of national survival, 
professional responsibility, and personal integrity. In 
addition, he must be educated to the fact that in the event 
of an enemy attack all need not be lost. The national, 
state, and local plans, which have already been formu- 
lated, are in most instances adequate to meet the prob- 
lems that either a natural disaster or an enemy attack 
will bring. Progress has been made in gathering and 
storing medical supplies, in planning and equipping im- 
provised hospitals and first aid stations, in training allied 
health personnel, in devising mass blood collection 
systems, and in perfecting rescue, relief and welfare pro- 
grams. Unfortunately, most of this work is being accom- 
plished through the efforts of a relatively small percentage 
of the medical profession. The members of this untiring 
group have distinguished themselves and deserve the 
greatest credit for their foresightedness and untiring 
efforts. 

Now is the time for individual action, for despite what 
has been done, it will all be futile unless every physician 
becomes civil defense conscious. What would the degree 
of professional efficiency be if tomorrow we were con- 





1, Adams, R. D.: Mechanisms of Apoplexy as Determined by Clinical 
and Pathological Correlation, J. Neuropath. & Exper. Neurol. 13: 1-13 
(Jan.) 1954. 
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fronted with an atomic or a hydrogen attack, or even q 
statewide domestic disaster? Would medical care be 
systematically available? Would the average physician 
know where to report and what his responsibilities are? 
Unless all of these questions can be answered in the 
affirmative the physician’s job in this tremendous effort 
is far from complete. 

It is suggested initially that physicians read the 
series of six articles currently appearing in THE JOURN, 
on the role of the individual physician in civil defense 
affairs. These articles will be reproduced in booklet form 
as soon as all six have been published. 

In addition, every physician should contact the chair- 
man of the Emergency Medical Service Committee of 
his medical society and the local civil defense director 
and offer his services. Only in this way can we become 
fully prepared to provide medical care in the event of 
an emergency. 

You may have an appointment with disaster, Doctor, 
an appointment for which you must be prepared, despite 
the press of other business. 


THE MECHANISM OF APOPLEXY 


Apoplexy is defined as a sudden disorder of nervous 
function caused by the closure or rupture of a blood 
vessel.! The fact that it is often transitory has been 
explained by assuming a vascular spasm sufficiently 
severe and prolonged to cause focal ischemia of nervous 
tissue. Although three arguments have been put forth in 
support of this theory, none appears to be sound. For 
the assumption that the blood vessels of the human brain 
are capable of active constriction there is no adequate 
proof. The indications are rather that the vasomotor con- 
trol of the cerebral arteries is feeble. Another argument 
in support of the vascular spasm theory is that at autopsy 
pathologists often find no thrombi or emboli in vessels 
leading to softened parts of the brain. This may suggest 
that the ischemic necrosis was caused by a reversible 
functional change in the vessels, but it may also be caused 
by a failure to use methods that would reveal the organic 
change responsible for the stroke. The final argument 
that no other plausible explanation has been given is 
premature in view of the limitations of current knowledge 
of the vascular physiology of the brain. 

Adams believes that recovery from apoplexy can be 
explained by one of four mechanisms: (1) the establish- 
ment of collateral circulation through the capillaries, (2) 
the establishment of collateral circulation through menin- 
geal arterial loops, (3) the redirection of blood through 
the circle of Willis, and (4) the elevation of systemic 
arterial pressure and local as well as general vasodilation 
to compensate for episodes of hypotension. In addition 
there may be neural adjustments. In view of these con- 
siderations, it would seem that the vascular spasm theor) 
of the mechanism of apoplexy is not sound and that al 
best it offers no more than a partial explanation of the 
complex circulatory phenomena producing stroke. Mort 
careful autopsies in clinically well-documented cases 
should provide a better hypothesis. 





Ve 





the « 


Ter 
rial 

the 

caus 
by 1 
esta 
man 
Maj 
aid : 
and 

corp 
bank 
Hon 
thes 
civil 


of tk 
pone 
420 

the 

respi 
sents 
dele; 
tion 
and 

alter 
ings 
islan 





1954 
ena 


Cian 
are? 
| the 


the 
ANAL 
‘ense 
form 


hair- 
e of 
Ector 
‘Ome 
nt of 


Ctr, 
Spite 


VOUS 
lood 
been 
ently 
"VOUS 
‘th in 
_ For 
brain 
juate 
con- 
ment 
tops) 
=ssels 
ggest 
rsible 
jused 
ganic 
ment 
en is 
ledge 


in be 
plish- 
, (2) 
enin- 
‘ough 
temic 
ation 
Jition 

con- 
heor) 
lat al 
yf the 
More 
cases 








Vol. 155, No. 6 





579 


ORGANIZATION SECTION 


HAWAII MEDICAL ASSOCIATION 


On July 19, 1856, the Privy Council of King Kamehameha IV 
of the Kingdom of Hawaii, consisting of six Hawaiians and four 
Americans, granted a charter of incorporation as the Hawaiian 
Medical Society to 10 petitioning physicians of Honolulu. The 
charter was published in the weekly Polynesian of Aug. 30, 
together with the names of the society’s first officers. In 1890, 
however, the Medical Society of Hawaii was organized, appar- 
ently with little or no reference to its predecessor in the field. 
It met annually and for the 35th and last time on April 24, 
1925, when it established the Honolulu County Medical Society 
and simultaneously became the Hawaii Territorial Medical 
Association. This association held its fourth annual meeting in 
1929; but in 1930 it held not its fifth but its 40th meeting— 
clearly a belated recognition of its right to claim continuous 
existence from the year 1890. In 1941 it established its cor- 
porate status by duly amending the old (1856) charter of 
incorporation of the Hawaiian Medical Society, which in 1953 
was further amended by changing the name from Hawaii 
Territorial Medical Association to Hawaii Medical Association. 


The major landmarks in the history of the territorial medical 
organization have been, aside from its three foundings, the 
acquisition of a proper office or headquarters and the estab- 
lishment of an official publication, the Hawaii Medical Journal. 
The former occurred in 1940 with the construction (by the 
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The Mabel L. Smyth Memorial Building in Honolulu, which houses 
the offices of the Hawaii Medical Association. 


Territorial Nurses’ Association) of the Mabel L. Smyth Memo- 
rial Building, and the latter in 1941, just three months before 
the tragedy of Pearl Harbor, which was made less tragic be- 
cause of the civilian medical preparedness program. Spurred on 
by the Army, the Hawaii Territorial Medical Association had 
established a preparedness committee which, under the chair- 
manship of Dr. H. L. Arnold Sr., and his executive officer, 
Major Robert B. Faus, had set up a complete system of 24 first 
aid stations throughout the city by April of 1941, all equipped 
and adequately supervised by a trained staff; an ambulance 
corps with nearly a hundred emergency ambulances; a blood 
bank, organized and managed by Dr. Forrest J. Pinkerton, 
Honolulu; and other facilities. When the Japanese attack began, 
these teams were on duty within an hour to assist in handling 
civilian and military casualties. 

The Hawaii Medical Association, a constituent association 
of the American Medical Association since 1904, has four com- 
ponent county medical societies, three of which (Honolulu with 
420 members, Hawaii with 45, and Kauai with 15) represent 
the physicians on the islands of Oahu, Hawaii, and Kauai, 
respectively, and one of which (Maui, with 28 members) repre- 
sents those on the islands of Maui, Molokai, and Lanai. The 
delegates from the county societies to the territorial organiza- 
tion choose a president-elect annually and a secretary, treasurer, 
and councillors in appropriate years, as well as a delegate and 
alternate to the American Medical Association. Annual meet- 
ings are held in Honolulu two years out of three, and on the 
islands of Hawaii, Maui, and Kauai in rotation each third year. 


Because the Honolulu County Medical Society is so large, 
the programs of public relations, fee schedule adjustments, and 
postgraduate education are conducted largely at the county 
level. At the territorial level, a health education committee 
has produced regular radio programs for the past three years 
and a series of television programs in 1954, The Hawaii 
Medical Journal has been published bimonthly since September, 
1941. In 1946, it also became the official publication of the 
Hawaii Territorial Nurses’ Association, with the inclusion of 
the Inter-Island Nurses’ Bulletin. The Mabel L. Smyth Memo- 
rial Building, which houses the offices of the Hawaii Medical 
Association, the Hawaii Medical Journal, the Honolulu County 
Medical Society and its Adams Memorial Library, and the 
Nurses’ Associations of the Territory of Hawaii and of Hono- 
lulu County, was built by popular subscription in 1939 as a 
memorial to Mabel L. Smyth, a beloved public health nurse. 
It contains an auditorium, a lounge, and committee rooms 
and is operated by a governing board of two physicians repre- 
senting the Hawaii Medical Association, two nurses representing 
the Nurses’ Associations of the Territory of Hawaii, and a 
trustee of the Queen’s Hospital, on whose grounds it stands. 

Officers of the Hawaii Medical Association, 1953-1954, in- 
cluded Dr. Edwin K.Chung-Hoon, Honolulu, president; Dr. Nils 
P. Larsen, Honolulu, president-elect; Dr. Thomas H. Richert, 
Honolulu, treasurer; and Dr. Samuel L. Yee, Honolulu, secre- 
tary. Officers for 1954-1955, elected at the annual meeting, 
May 13-16, will be announced at a later date. Full-time execu- 
tive secretary since 1944 and managing editor of the journal 
is Mrs. Edith C. Bennett. 


PRESIDENTIAL INAUGURAL ON NETWORK 
RADIO AND LOCAL TELEVISION 


The nationwide radio broadcast of the American Medical 
Association’s presidential inauguration ceremony and address 
will be heard Tuesday night, June 22, over the American Broad- 
casting Company network. This year’s program, originating 
from the Gold Ballroom of the Palace Hotel in San Francisco 
during the 103rd Annual Meeting of the A. M. A., will be 
carried by about 340 ABC radio stations at 7:30 p. m., Pacific 
Coast Daylight Time (10:30 p. m., Eastern Daylight Time). 

The ceremony, at which Dr. Walter B. Martin of Norfolk, 
Va., will become the Association’s 108th President, also will be 
telecast for the first time. Station KGO-TV will carry the pro- 
gram to viewers in the San Francisco area at the same time 
as the radio broadcast. In addition to Dr. Martin’s address a 
brief farewell address will be delivered by Dr. Edward J. 
McCormick of Toledo, Ohio, retiring President. 


Dr. McCormick also will present a special A. M. A. citation 
to Dr. Nicholas P. Dallis of Toledo, Ohio, writer-member of 
the team that produces “Rex Morgan, M.D.,” illustrated fea- 
ture appearing in newspapers throughout the country. The award 
will be made in recognition of the outstanding health educa- 
tional service performed by Dr. Dallis “through an entertain- 
ment medium of widespread appeal.” 

Dr. Dwight H. Murray of Napa, Calif., Chairman of the 
Board of Trustees, will give the opening remarks, present the 
Past-President’s Medal to Dr. McCormick, and administer the 
oath of office to Dr. Martin. Dr. James R. Reuling of Bayside, 
N. Y., Speaker of the House of Delegates, will preside over the 
inaugural session. Immediately after the inaugural ceremony, 
Dr. Martin will present the annual Distinguished Service award 
of the American Medical Association to the recipient, who will 
be selected at the opening session of the House of Delegates 
on Monday, June 21. 

Physicians who will not be attending the San Francisco 
Annual Meeting are urged to contact their local ABC radio 
station or check the program listings in their newspapers for 
the exact time of the broadcast. There will be some local vari- 
ations because of time differences or program schedules, 


580 ORGANIZATION SECTION 


Those planning to attend the inaugural ceremony in San 
Francisco should be in the Gold Ballroom of the Palace Hotel 
no later than 7:15 p. m., at which time the doors will be closed. 
To accommodate those who may arrive after the doors are 
closed, the Concert Room of the Palace Hotel will be set up 
with television receivers tuned to the inaugural program. After 
the inaugural program in the Gold Ballroom, Dr. Martin will 
be honored at the President’s Reception and Ball, to be held 
from 8:30 p. m. until midnight in the Rose Room of the Palace 
Hotel. Dress will be optional. 


COLOR TV PROGRAM ON KIDNEY TUMORS 

A special American Cancer Society color television program, 
“Tumors of the Kidney,” will be telecast from New York to 
the American Medical Association meeting in San Francisco on 
June 23. This will be the first coast-to-coast color telecast 
utilizing the recently developed large color screen. The telecast 
to physicians attending the meeting of the American Medical 
Association will cover the latest techniques used in diagnosing 
and treating kidney tumors. Doctors participating in the telecast 
will be Dr. Perry B. Hudson, assistant professor of urology, 
Columbia University College of Physicians and Surgeons; Dr. 
Willet F. Whitmore, attending surgeon, Memorial Cancer 
Center; and Dr. Victor F. Marshall, associate professor of 
clinical surgery, Cornell University Medical School. The pro- 
gram will originate at 5:30 p. m. at Memorial Cancer Center 
in New York and will be received on color screens in Masonic 
Hall, San Francisco, at 2:30 p. m. 


BUREAU OF INVESTIGATION 


This is one of a series of brief statements explaining the work 
of various departments of the American Medical Association.— 
ED. 


The Bureau of Investigation collects and disseminates infor- 
mation on “patent medicines,” quacks, medical fads, and various 
other phases of pseudomedicine. Since 1906 the Bureau has 
served as a clearing house for information on these subjects. 
Information on over-the-counter medicaments, spurious medical 
devices, food faddists, cultists, and quacks is available on request 
to physicians, their patients, students and educators, government 
agencies, and civic groups through the Bureau. Federal, state, 
and municipal health officials, physicians, and others interested 
in public health often refer inquiries to the Bureau. Newspapers 
and magazines in preparing news and feature stories frequently 
obtain information from Bureau files. 

Information is collected by the Bureau from several sources. 
Original investigations are carried on that are often supple- 
mented by analytical work done in the A. M. A. Chemical 
Laboratory. Data are received from federal sources such as 
reports of the Food and Drug Administration, National Institutes 
of Health, Post Office Department, and Federal Trade Commis- 
sion, and from state licensing boards and state or municipal 
boards of health. Information also is gleaned from reports in 
domestic and foreign technical journals and from reports of 
special committees. Physicians and local and state medical 
societies are valuable sources of information. Thousands of 
inquiries are handled by the Bureau each year. The director also 
prepares articles for THE JouRNAL, the Journal of the Student 
A. M. A., and Today’s Health, which may later be reprinted on 
receipt of permission in pamphlets and books. A physician in 
need of material for lectures on quacks and nostrums may wish 
to contact the Bureau. Although in past years the Bureau pub- 
lished a number of books and pamphlets on nostrums and 
quackery, the passage of the 1938 Food and Drug Act requiring 
the accurate labeling of drugs has reduced the need for these 
publications. Tear sheets and reprints on many of these subjects 
still are available. 

The Bureau can loan to medical groups and educators lantern 
slides and a film strip on nostrums and quackery. Many news- 
papers and magazines call on the Bureau for information regard- 
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ing advertising. The National Better Business Bureau and affili- 
ated:local better business bureaus are in close cooperation with 
the A. M. A. Bureau. Large business organizations sometimes 
call on the Bureau for information on the merit of medica] 
devices and products that may be offered to their employees, 
It is to be remembered that the Bureau functions as an edu- 
cational agency. It has no punitive or correctional powers. It 
does, however, bring to the attention of law enforcement 
agencies matters of possible violation of law in the field in which 
it operates. 


FEDERAL MEDICAL LEGISLATION 


Vocational Rehabilitation 

Senator Potter in S. 3337 has proposed to amend the Voca- 
tional Rehabilitation Act to extend and improve the vocational 
rehabilitation services and to provide a more efficient use of 
available federal funds. This bill is similar to the Administra- 
tion bill except in the type 1 grants, in which a different formula 
is used in determining the federal share and instead of a fixed 
amount available to the states for these grants the amount of 
the state expenditures is used in determining the amount the 
federal government would furnish—a so-called open-end method 
of financing. The proposed bill would also authorize appropri- 
ations to assist in the rehabilitation of the handicapped persons 
in three ways: (1) grants to meet the costs of rehabilitation 
services (the state matching share would be dependent upon the 
relation of the average state income to the average income for 
the United States as a whole. The amount of federal share would 
depend on the expenditures of the state in vocational rehabilita- 
tion); (2) 6 year grants to extend and improve rehabilitation 
services, with a federal allotment of at least $5,000 for each 
state with the federal share varying from 75% of the cost for 
the first two years, 50% for the next two years, and 25% for 
the last two years; and (3) grants to states and the public and 
other nonprofit organizations and agencies to meet the cost of 
unique projects directed toward the solution of regional or na- 
tional rehabilitation programs, the Secretary of the Department 
of Health, Education, and Welfare determining the amount and 
method of reimbursement for these projects. This bill was re- 
ferred to the Committee on Labor and Public Welfare. 


Amendment of Public Assistance Provisions of the 
Social Security Act 

Senator Johnson (D., Texas) and all other Democratic 
senators, and Senator Kuchel (R., Calif.) propose in S. 3417 to 
extend for two additional years the 1952 amendment of the 
Social Security Act revising the formula of federal payments 
for old age assistance grants. Under the revised formula, the 
federal grant has been $20 of the first $25, and half of the next 
$30. The present revised formula for the aid to the blind and 
disabled would also be continued. This bill was referred to the 
Senate Finance Committee. 


Salary Adjustment for VA Physicians 

Congresswoman Rogers (R., Mass.) in H. R. 8987 proposes 
to increase the compensation of Veterans Administration phy- 
sicians in resident training who were medical officers in the 
armed forces after Dec. 7, 1941. The present salary range is 
from $2,640 the first year to $3,300 the third year. Mrs. Rogers’ 
proposal would increase their pay from $5,500 up to $10,800, 
dependent on what the resident would be “entitled to under sec- 
tion 7 (a) (Public Law 293, 79th Congress) as amended without 
referenec to his training status.” The bill would affect 2,200 
physicians now in training and several hundred now in the 
Veterans Administration who have completed residency training. 
This is not an administration measure, and was not requested 
by the Veterans Administration. The bill was referred to the 
House Veterans Affairs Committee. 





Prepared by the Washington Office of the American Medical Associ- 
ation. 
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CALIFORNIA 

Creighton Alumni Dinner Dance.—The Creighton Medical 
Alumni Association dinner dance (semiformal) will be held at 
Peacock Court, Mark Hopkins Hotel, San Francisco, June 23 
at 7:30 p. m., concurrently with the annual convention of the 
American Medical Association. 





Dr. Bissell Goes to North Carolina.—Dr. Dwight M. Bissell, 
for 12 years health officer for San Jose, has been named pro- 
fessor of public health administration at the University of North 
Carolina School of Public Health in Chapel Hill. In San Jose, 
Dr. Bissell served as school physician in the unified school dis- 
trict; lecturer, University Extension Division and School of 
Public Health, University of California; and professor of public 
health administration, San Jose State College. 





Personal.—Dr. Paula M. Horn, assistant clinical professor, 
gynecology and obstetrics, University of Southern California 
School of Medicine, Los Angeles, has been invited to present the 
paper “Pregnancy Complicated by Poliomyelitis” at the Inter- 
national Congress of Gynecology and Obstetrics, which will 
convene in Geneva, July 26-31. Dr. Kent A. Zimmerman, 
who has directed the mental health services of the state depart- 
ment of public health since 1946, recently resigned, to become 
director of child guidance services for the Children’s Hospital 
of the East Bay, Oakland. 








Fluoridation of Water.—Authorization for the San Francisco 
water department to proceed with the addition of fluorides to 
the city’s water supply has been given by the county board of 
supervisors, and funds for this purpose will be included in the 
1954-1955 city budget. San Francisco began fluoridation of 
about two-thirds of its water supply in August, 1952. The popu- 
lation to be served exceeds 750,000, which places San Francisco 
second in the nation, next to Washington, D. C. (1,000,000), in 
population served, according to the state department of public 
health. King City, Monterey County, recently voted in favor of 
fluoridation, but Livermore, Alameda County, and Ukiah, 
Mendocino County, voted against the measure. 


Heart Essay Contest.—Through a gift made by Mrs. Oliver P. 
Douglas in memory of her husband, the Los Angeles Heart 
Association offers a $100 annual award for a paper of merit in 
the field of cardiovascular disease. The selected paper will be 
presented at the Heart Association’s symposium, Oct. 13-14. 
Anyone now serving as an intern or a resident at any approved 
hospital in Southern California or who has completed an intern- 
ship or a residency at any Southern California hospital within 
the past 12 months is eligible to enter the contest provided the 
paper submitted is based on observations or study done during 
his hospital period. Entries may be addressed to Dr. Morley J. 
Kert at the Heart Association offices, 316 S. Bonnie Brae St., 
Los Angeles 57, until Aug. 1. 


COLORADO 

School Health Conference.—The second annual school health 
conference will be held under the sponsorship of the University 
of Colorado in conjunction with the Colorado State Medical 
Society, July 12-17, on the campus in Boulder. The course, which 
will emphasize health education, is intended for school adminis- 
trators, teachers, physicians, nurses, and others interested in 
school health. A special day for physicians is planned for Friday. 
The special consultants are Dr. Donald A. Dukelow, American 
Medical Association, Chicago, and Mr. Eugene R. Gullette, 
Boulder Public Schools. Tuition for the entire course is $15. 
Tuition for the physicians’ day is $6, which includes a ticket to 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


‘ Spring Hospital Assembly. 


the banquet. Application for registration should be made to the 
Department of Graduate Education, University of Colorado 
School of Medicine, 4200 E. Ninth Ave., Denver. 


CONNECTICUT 





The Connecticut Hospital Associ- 
ation will hold its spring assembly, June 9, at the Hartford 
Hospital, 80 Seymour St., Hartford, at 3:30 p. m. “Disaster Plans 
for the Community Hospital” will be presented by A. W. 
Eckert, director, Perth Amboy General Hospital, Perth Amboy, 
N. J., Dr. Winthrop B. Osgood, administrator, Memorial Hos- 
pital, Worcester, Mass., and Dr. Victor G. H. Wallace, Norwalk, 
director, Connecticut Regional Blood Program. Cocktai’s at 
5:30 p. m. will precede the spring assembly dinner at the Hart- 
ford Club (46 Prospect St.). 


University News.—Henry P. Treffers, Ph.D., professor of micro- 
biology and chairman of the department, Yale University School 
of Medicine, New Haven, has received a Fulbright fellowship 
to do research at the University of Otago Medical School in 
Dunedin, New Zealand, during the 1954-1955 academic year. 
He plans to use his grant for, writing a book on drug resistance 
to micro-organisms. Yale University School of Medicine, 
New Haven, announces appointment of the following James 
Hudson Brown research fellows for 1954-1955: Paul B. Hagen, 
a research fellow in the department of pharmacology at Oxford 
University, to study in the department of pharmacology; Jose F. 
Patino (M.D., Yale °52), an assistant resident in surgery at the 
Grace-New Haven Community Hospital, to study in pathology 
and surgery; Michael P. Stack-Dunne, at present at the School 
of Biochemistry, University of Cambridge, to study in the de- 
partment of physiology; and Raymond L. Vande Wiele of the 
University of Louvain, Belgium, to study in obstetrics and 
gynecology. The following Alexander Brown Coxe research 
fellows have also been appointed for 1954-1955: Richard B. 
Barlow, a research fellow in chemistry at the University of 
Glasgow, will study in the department of pharmacology, and 
Bert K. Kusserow (M.D., Yale °53), at present a James Hudson 
Brown research fellow in pathology, will continue his studies 
in the department of pathology. 








DISTRICT OF COLUMBIA 

Fund in Cardiac Surgery.—The Georgetown University Medical 
Center announces establishment of the $3,000 Allen Kander 
Research Fund for the advancement of research in cardiac sur- 
gery by Mr. Kander, of 1701 K Street N. W., Washington, 
D. C., who will give the institution $250 a month for at least 
one year. Dr. Charles A. Hufnagel will conduct the research. 





Personal.—Dr. Robert E. Bitner, colonel, U. S. Army, retired, 
has been appointed secretary of the Association of Military 
Surgeons of the United States and editor of the Military 
Surgeon, official publication of the association. Dr. James 
W. Watts, professor of neurological surgery at George Washing- 
ton University School of Medicine, Washington, D. C., dis- 
cussed “Working Ability Following Prefrontal Lobotomy” at 
the annual Congress of the International College of Surgeons 
at Sao Paulo, Brazil. 





FLORIDA 

University News.—According to Russell S. Poor, Ph.D., provost, 
the University of Florida College of Medicine, Gainesville, 
expects to admit its first class in 1956. The medical school, part 
of a comprehensive university health center, was given state 
legislative approval at the 1953 session and received a 5 million 
dollar appropriation for the medical science building. Consiruc- 
tion is expected to begin by midsummer. Dr. George T. Harrell 
Jr., former head professor in charge of research at the Bowman- 
Gray School of Medicine of Wake Forrest College, Winsiton- 
Salem, N. C., has been named dean of the college of medicine. 
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Reading from top and left to right are Manatee Veterans’ Memorial 
Hospital, Bradenton; American Legion Hospital for Crippled Children 
St. Petersburg; Gadsden County Hospital, Quincy; Psychiatric Unit (on 
right), Jackson Memorial Hospital, Miami; W. T. Edwards Tuberculosis 
Sanatorium, Tallahassee; Indian River Memorial Hospital, Vero Beach; 
Washington County Hospital, Chipley; Southeast Florida Tuberculosis 
Sanatorium, Lantana; Baptist Hospital, Pensacola; and Jackson Memoria 
Hospital, Miami, 
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Hospitals Built with Hill-Burton Aid.—The responsibility for 
administering the Hill-Burton program in Florida is vested in 
the hospital division of the State Improvement Commission, 
which was established in August, 1946, the same month that 
Congress approved the Federal Hospital Survey and Construc- 
tion Act. Florida had the distinction of dedicating on May 8, 
1948, the first Hill-Burton hospital in the United States, the 
Suwannee County Hospital in Live Oak, which was opened 
Aug. 12, 1948. 

During a six year period, facilities providing 2,827 general 
hospital beds for acutely ill patients have been constructed, and 
of these 65% received assistance through the Hill-Burton pro- 
gram. (Some of these hospitals are shown on the opposite 
page.) Of a total of 6,856 beds of all categories constructed 
during the same period, 37% received grant-in-aid funds. Cur- 
rently nine hospital projects are under construction, and eight 
are in various stages of planning. 

As of May 1, 1954, in Florida the total cost of Hill-Burton 
hospital and health center construction, completed or approved 
for participation, was $44,044,703, of which 31% was solely 
federal grant-in-aid funds. At present the state agency has in- 
guiries for further construction of projects estimated to cost 
$62,871,701. For this work, grant-in-aid funds amounting to 
about $24,091,022 are needed. 

With Hill-Burton aid, hospitals have been built in Florida in 
areas that previously had no facilities to render medical care. 
New doctors have been drawn to these areas, and better 
medical care is now being provided to a greater number of the 
citizens. Hospital areas of relatively poor economic status have 
received the greatest relative financial assistance. Florida’s 
greatest problem is the rapid growth in population, which is not 
fully reflected in the federal population figures required for 
computing bed need as well as the state’s share of grant funds. 
This situation, except in two other states, is unlike that in the 
rest of the country. 

The average cost per bed of construction in Florida has been 
about $13,000, which is slightly less than the average for the 
southeastern area of the United States. There has been the same 
percentage of construction of hospitals in the range of 25 to 49 
beds as in the range of 100 to 299 beds. 

The new University of Miami School of Medicine, now in its 
second year of operation, will use facilities of the Jackson 
Memorial Hospital for teaching purposes. The state legislature 
last year authorized a medical school to be established at the 
University of Florida in Gainesville, and 5 million dollars was 
appropriated to begin planning construction and operation of 
the medical school. The next legislature will be requested to 
appropriate an additional 7 million dollars to develop a hospital 
to be operated in conjunction with the new medical school in 
Gainesville. Florida is developing also a rehabilitation hospital 
for alcoholics without assistance of Hill-Burton funds. Hill- 
Burton funds will not be used in these projects, because of the 
continued urgent need for construction funds in the rural areas. 


ILLINOIS 

Woman’s Press Association Award.—Miss Ann Fox, secretary 
of the Educational Committee of the Illinois State Medical 
Society, Chicago, was presented with the Mate E. Palmer award 
of merit of the Illinois Woman's Press Association at its annual 
dinner, May 12, for “the best column in a weekly paper,” 
Health Talk, the weekly publication of the Educational Com- 
mittee. Before becoming secretary of the Educational Commit- 
tee, Miss Fox was News Editor of THE JouRNAL. 


Chicago 

Society News.—The Chicago Diabetes Association (5 $. Wabash 
Ave.) has announced its affiliation with the Chicago Medical 
Society. At its recent annual meeting the society was addressed 
by Dr. Randall G. Sprague, Rochester, Minn., president of the 
American Diabetes Association, who, in a talk, entitled “Living 
with Diabetics,” told of his personal experiences as a diabetic. 


Personal.—Dr. Maurice H. Cottle delivered the J. Raymond 
Hume memorial address, “Physiology of the Nose,” April 9, 
at the meeting of the Louisiana-Mississippi Ophthalmological 
and Otolaryngological Society at Edgewater Park, Miss. 
Dr. William Bloom, professor of anatomy, was recently elected 
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to the National Academy of Science, bringing the number of 
University of Chicago members to 32. Dr. Bloom is author with 
Alexander A. Maximow of “Textbook of Histology.” 


Course in Electrocardiographic Interpretation.—A course in 
electrocardiographic interpretation for graduate physicians will 
be given at the Michael Reese Hospital by Dr. Louis N. Katz, 
director of the cardiovascular department, Medical Research 
Institute, and associates, from 9 a. m. to 5 p. m. Aug. 2-14. 
Information and a copy of the lecture schedule may be obtained 
from Mrs. Rivian H. Lewin, Administrative Secretary, Cardio- 
vascular Department, Medical Research Institute, Michael Reese 
Hospital, Chicago 16. 


IOWA 

County Society Sponsors Isotope Laboratory.—A new isotope 
laboratory located in St. Joseph’s Mercy Hospital, Mason City, 
is sponsored and operated by the Cerro Gordo County Medical 
Society as a nonprofit venture, with physicians donating their 
services. 


LOUISIANA 

Dr. Matas Honored.—The American Society of Anesthesiologists 
and the American Board of Anesthesiology recently presented 
to Dr. Rudoiph Matas, professor emeritus of surgery at Tulane 
University of Louisiana School of Medicine, New Orleans, a 
scroll honoring him for “many fundamental and most important 
contributions to the field of anesthesiology.” The group also 
paid tribute to him for his work in surgery of the blood vessels. 
Dr. Matas is said to have introduced the first spinal anesthetic 
in this country at Charity Hospital of Louisiana 55 years ago. 
He is co-inventor of the Matas-Smythe pump for artificial 
respiration. Named after him are the Rudolph Matas award in 
vascular surgery, the medical library at Tulane, and an annual 
lecture sponsored by the Nu Sigma Nu medical fraternity at the 
university. Dr. Matas is 94 years of age. 


MAINE 

Surgeons Meet in Rockland.—The Maine chapter, American 
College of Surgeons, will hold a dinner meeting June 12 at the 
Samoset Hotel, Rockland, to discuss surgery of the hand, head 
injuries, carcinoma of the cervix, and hypersplenism. Dr. Ed- 
ward D. Churchill, professor of surgery, Harvard Medical 
School, Boston, will be guest speaker. All members of the Maine 
Medical Association are cordially invited. 


MASSACHUSETTS 

Hospital Chief of Gynecology and Obstetrics Appointed.—Dr. 
Roy J. Heffernan, assistant clinical professor of gynecology, 
Tufts College Medical School, Boston, has been appointed 
gynecologist and obstetrician-in-chief at the Carney Hospital, 
Boston, to succeed Dr. Louis E. Phaneuf, who died Sept. 20. 
Dr. Heffernan served in the U. S. Navy Medical Corps during 
World War I. Later he was affiliated with the Sloane Hospital 
for Women, New York, New York Nursery and Childs Hos- 
pital, and the Lying-In Hospital, New York, coming to Carney 
Hospital in 1925. Dr. Heffernan is a consultant in gynecology 
and obstetrics at the Faulkner and St. Margaret’s hospitals, 
Boston, Quincy City and Somerville hospitals, and Charles 
Choate Memorial Hospital, Woburn. He is a former chairman of 
the section of obstetrics and gynecology, Massachusetts Medical 
Society, a past president of the Boston Obstetrical Society, and 
an honorary member of the Cuban Gynecological and Obstet- 
rical Society. 


MINNESOTA 

Dr. Kremen Accepts New York Appointments.—Dr. Arnold J. 
Kremen, associate professor of surgery, University of Minnesota 
Medical School, Minneapolis, will become chief of the surgical 
service in the Francis Delafield Cancer Hospital, and professor 
of surgery in the Columbia University College of Physicians and 
Surgeons, New York, July 1. He will serve also as attending 
surgeon at Presbyterian Hospital, another unit of the Columbia- 
Presbyterian Medical Center. Dr. Kremen, who has been 
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director of surgical research and teaching at Mount Sinai 
Hospital since 1951, served from 1948 to 1951 as coordinator 
of cancer research at the university, where he joined the staff 
of Dr. Owen H. Wangensteen in 1947. He had previously taken 
a rotating internship, 1937-1938, in Minneapolis General Hos- 
pital, served medical fellowships in the University of Minnesota 
surgery department, 1939 to 1942 and 1945-1946, and was a 
national cancer trainee 1946-1947. During World War II he 
served for three and one-half years in the Army’s Medical Corps, 
attaining the rank of major. 


NEW JERSEY 

Dedicate Institute of Microbiology.—On June 7 the Institute of 
Microbiology at Rutgers University, New Brunswick, will be 
dedicated during ceremonies to which more than 400 leading 
scientists from this country and abroad have been invited. The 
dedicatory address by Lewis Webster Jones, Ph.D., president 
of the university, will be followed by addresses by Selman A. 
Waksman, Ph.D., director of the Institute of Microbiology, 
and Dr. A. J. Kluyver of the Technical University in Delft, 
Holland. The four-story red brick building, constructed at a 
cost of $3,500,000 with funds derived from royalties on strepto- 
mycin, is located on the University Heights campus, where the 
State University of New Jersey is developing its new science 
center. Dr. Waksman was awarded the 1952 Nobel prize in 
physiology and medicine for his work on antibiotics, which led 
to the discovery of streptomycin. Royalties from the manufacture 
of that drug have amounted to over 4 million dollars, of which 
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Institute of Microbiology at Rutgers University 


more than 80% has been assigned to the Rutgers Research and 
Endowment Foundation. The dedicatory ceremonies will be 
followed by the two day symposium “Perspectives and Horizons 
in Microbiology.” Dr. Waksman will deliver the address of wel- 
come Tuesday at 9 a. m., after which Dr. René J. Dubos, 
Rockefeller Institute for Medical Research, New York, will 
serve as chairman of the session, entitled “The Microbe as a 
Living System.” The chairman for the Wednesday morning 
program “Microorganisms and Higher Forms of Life” will be 
Dr. George W. Beadle, Ph.D., California Institute of Tech- 
nology, Pasadena. 


NEW YORK 

Annual Health Conference.—The 50th annual health conference 
of the New York State Department of Health to be held at 
Lake Placid, June 7-10, will consider the latest developments 
in viral diseases, including poliomyelitis, and in cancer, problems 
of general sanitation, control of infectious hepatitis, and general 
health trends in the state and nation. 


American Hospital, Paris—The Associated Hospital Service of 
New York announces that subscribers to New York’s Blue Cross 
Plan who are hospitalized in the American Hospital in Paris 
will be eligible to receive benefits on the same basis as those 
hospitalized under Blue Cross member hospitals. This is the 
first time a hospital outside the United States and its territories 
has been recognized by the Blue Cross movement as a member 
hospital. The American Hospital in Paris is a privately endowed 
150-bed institution, incorporated under the laws of the District 
of Columbia and recently approved by the American Hospital 
Association’s Joint Commission on Accreditation of Hospitals. 


J.A.M.A., June 5, 1954 


New York City 


Course on Cardiovascular Diseases.—The course “Newer De- 
velopments in Cardiovascular Diseases” will be given at the 
Mount Sinai Hospital, Oct. 11-15, under the auspices of the 
American College of Physicians and under the direction of Drs. 
Arthur M. Master and Charles K. Friedberg. 


Personal.—Dr. Henry A. Strade, recently affiliated with Charles 
Pfizer & Company in Brooklyn, has been appointed an associate 
medical director of E. R. Squibb & Sons. Dr. Alfred Kesten- 
baum, associate clinical professor of ophthalmology, Postgrad- 
uate Medical School of the New York University-Bellevue 
Medical Center, has been invited to represent the United States 
at the 19th International Congress of Oto-Neuro-Ophthalmology 
in Sao Paulo, Brazil, June 11-17. He will present “Introduction 
to the Study of the Metabolical Disturbances in Neuro-Ophthal- 
mology.” 





Peripheral Nerve Injury Clinic—The department of neuro- 
surgery, in conjunction with the department of physical medicine 
and rehabilitation, New York University-Bellevue Medical 
Center, recently established a peripheral nerve injury unit at the 
Institute of Physical Medicine and Rehabilitation, 400 East 34th 
St. Dr. Thomas I. Hoen, professor and chairman of the depart- 
ment of neurosurgery, Post-Graduate Medical School of the 
New York University-Bellevue Medical Center, and Dr. Howard 
A. Rusk, professor and chairman of physical medicine and re- 
habilitation, New York University College of Medicine, direct 
the clinic’s operation. The clinic, open on Mondays, accepts only 
patients referred by physicians. An evaluation of the disability 
will be done to determine whether the nerve can be repaired 
and whether orthopedic intervention is indicated to substitute 
unaffected muscle tendon mechanisms for paralyzed elements. 
Rehabilitation programs will be planned and performance tests 
will be carried out to determine how the patient can best be 
employed. The patient will be followed up at regular intervals. 
Appointments can be made by calling MUrray Hill 6-1842, 
extension 128, office G8. 


TENNESSEE 
Society News.—The new officers of the Memphis Pediatric 
Society include Dr. Clifton W. Woolley, president; Dr. Steve H. 
Turnbull, vice-president; and Dr. Charles H. Housholder, secre- 
tary-treasurer. 


Dr. Hyman Honored.—Orren W. Hyman, Ph.D., vice-president 
of the University of Tennessee, Memphis, and dean of the 
college of medicine, has been awarded the 1953 Citizenship 
award by the Newspaper Guild of Memphis, “for his untiring 
labors as the major architect behind the building of Memphis’ 
Medical Center.” Dick Lane, president of the guild, stated that 
Dr. Hyman was responsible for launching a 5 million dollar 
expansion program that will add three new buildings to the 
Medical Units and provide for the renovation of several existing 
structures. He also credited him with “expansion of a post- 
graduate program by which graduates of medicine, dentistry, 
nursing, and allied fields are kept informed of the latest develop- 
ments in their particular fields; development of the first graduate 
course to be offered by the College of Dentistry when the course 
in orthodontics, leading to a master of science degree, was made 
available; and development within the division of medicine of 
the college of medicine of a cardiovascular center and making 
its services available to the people of this area.” 


TEXAS 

University News.—At the graduation exercises at the University 
of Texas Medical Branch, Galveston, June 4, Dr. Frank 
Fremont-Smith, director of the Josiah Macy, Jr., Foundation, 
New York, was the speaker. A feature of the ceremony was the 
honoring of graduates of the class of 1904, on the occasion of 
its 50th reunion.——-Dr. Isaac Costero, neuropathologist at the 
Cardiology Institute, Mexico City, is guest lecturer in neuro- 
pathology at the University of Texas Medical Branch, Galveston, 
during May and June. Dr. Costero is giving a series of seminars 
on the origin and function of fibroblasts. 
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WASHINGTON 

County Society Meets with Bar Association.—Mutual problems 
of the Cowlitz County Medical Association and the Cowlitz 
County Bar Association were the subject of a recent joint meet- 
ing of the associations in Longview, which included discussions 
by three physicians and three attorneys. 


Chiropractors File Initiative Measure.—The chiropractors have 
filed an initiative measure with the Secretary of State, which, if 
enacted, will exempt them from the requirements of the basic 
science law. A three member board of chiropractic examiners, 
created by the measure, would examine applicants in anatomy, 
physiology, hygiene, symptomatology, nerve-tracing, chiroprac- 
tic-orthopedy, chemistry, pathology, principles of chiropractic, 
and adjusting “as taught by chiropractic schoois and colleges.” 
A license would authorize a chiropractor to “determine subluxa- 
tion of the spine by analytical means, and adjust by hand any 
articulation of the spine, but shall not prescribe for, nor ad- 
minister to any person any medicine or drugs included in materia 
medica, nor practice obstetrics, osteopathy, or surgery.” In order 
to have this measure placed on the general election ballot in 
November, the chiropractors must obtain the signatures of 
50,000 legal voters. It is reported that the International Chiro- 
practic Association, the Washington Chiropractic Association, 
and a lay Committee for Health Freedom composed of chiro- 
practic patients are conducting campaigns to obtain these sig- 
natures. 


WEST VIRGINIA 

License Suspended.—The license of Dr. S. Warren Bush, Park- 
ersburg, was suspended by the Medical Licensing Board at a 
meeting in Charleston, Jan. 11. Dr. Bush had previously been 
convicted in a Wood County Court of criminal abortion. The 
suspension was made effective for the 10 year duration of his 
probation. 


Society News.—Dr. Frank J. Gregg, assistant professor of medi- 
cine at the University of Pittsburgh School of Medicine and 
associate director of the Pittsburgh Diagnostic Clinic, will speak 
on coronary heart disease at 11:30 a. m., June 13, before the 
regional meeting of the West Virginia Academy of General 
Practice at the General Hospital in Weirton. Dr. Leo H. Criep, 
chief of the allergy clinic of the University of Pittsburgh School 
of Medicine, will have as his subject in the afternoon, “Manage- 
ment of the Asthmatic Patient,” after which Dr. Robert L. 
Forsyth, assistant professor of medicine at the University of 
Pittsburgh School of Medicine, will discuss “Renal Disease.” 


WYOMING 

State Medical Meeting at Sheridan.—The Sist annual meeting 
of the Wyoming State Medical Society will be held at Kalif 
Temple, Sheridan, June 7-9, under the presidency of Dr. James 
W. Sampson, Sheridan. The scientific sessions will be preceded 
by a stag party at the country club Sunday, 7 p.m. On Monday 
at 8:45 a. m. greetings will be extended by Dr. Oscar L. Veach, 
president, Sheridan County Medical Society, and the Hon. 
William B. Fay, mayor of Sheridan. Dr. Francis A. Barrett Jr., 
Cheyenne, a guest speaker, will open the scientific session with 
a talk on hiatus hernia, at 9 a. m., which will be followed by 
“Cystic Disease of the Breast” by Dr. Herbert H. Davis, Omaha, 
after which, “Office Practice in Obstetrics—Gynecology” will 
be presented by Dr. Ben C. Williams, Denver. A panel on the 
business side of medical practice will be held before luncheon. 
At 6:30 p. m. there will be a smérgasbord for physicians, wives, 
and exhibitors at the Maverick Club. At 8 a. m. Tuesday the 
medical personnel of the Sheridan Veterans Administration 
Hospital will be hosts at a breakfast, after which Dr. Daniel 
Blain, medical director, American Psychiatric Association, 
Washington, D. C., will discuss “Psychiatry for the General 
Practitioner.” The sessions will be resumed at Kalif Temple at 
10 a. m. with “Advances in the Treatment of Thyrotoxicosis” 
by Dr. John R. Montague, Portland, Ore., after which Dr. Ralph 
V. Platou, New Orleans, will conduct a Kodachrome clinic. 
At 3:30 p. m. Dr. Chester B. Powell, Salt Lake City, will have 
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as his subject “Neurologic Disorders Most Commonly Mis- 
diagnosed.” Dr. James Chessen, Denver, who will be the guest 
of the eye, ear, nose, and throat section on Tuesday, will deliver 
a paper, “The Nose of Your Life,” before the entire state society 
and guests Tuesday, 1:30 p. m. His presentation before the 
section at 10 a. m. will deal with “The Practical Aspects of 
Nasal Therapy” and will be followed by a round-table discussion 
of cases by members of the section. A cocktail hour at 7 p. m. 
will precede the annual banquet in the Sheridan Inn dining 
room at which Dr. Blain will be guest speaker. Dr. Brendan P. 
Phibbs, Casper, has been invited to present the concluding paper, 
“What’s New in Diabetes,” Wednesday at 11:15 a. m. The 
woman’s auxiliary will meet simultaneously. 


GENERAL 


Parker Art Trophy.—In memory of the late Dr. Joseph Gar- 
rison Parker of New York, his parents have sent to the American 
Physicians Art Association an endowment, from which is to be 
presented each year a trophy to be known as the Dr. Joseph 
Garrison Parker award. The 1954 award will be presented at 
the A. M. A. convention in San Francisco to the intern, resi- 
dent, or young physician who submits the best entry at the 
A. P. A. A. art exhibit (THE JourNnaL, April 10, 1954, page 
1287; May 8, 1954, page 137). 


Society of Biological Psychiatry.—The annual convention of the 
Society of Biological Psychiatry will be held at the Hotel 
Claridge, Atlantic City, N. J., June 13, under the presidency of 
Dr. Ladislas J. Meduna, Chicago, who will discuss “The Place 
of Biological Psychiatry in the Evolution of Human Thought” 
at 2 p. m. Motion pictures on transorbital lobotomy, on cell 
societies from nervous tissue in vitro, and on development of 
catatonia in dog of inhibitory type will be shown during the 
evening session, 8-10 p. m. 


Memorial Planned for Sir Jack Drummond.—Friends of the 
late Sir Jack Drummond have announced plans for the establish- 
ment of a Drummond Research Fellowship in the amount of 
£25,000 (about $70,500) to be administered by a body of univer- 
sity trustees and to be tenable in any university or appropriate 
research institution. Contributions may be made payable to the 
Drummond. Memorial Fund and (to facilitate promptness and 
monetary exchange), forwarded to Leonard A. Maynard, Ph.D., 
Cornell University, Ithaca, N. Y. 


World Medical Journal.—The World Medical Association has 
issued as its official organ the World Medical Journal, which 
replaces the bulletin of the association. The journal, which is 
trilingual (English, French, and Spanish) is presently a bimonthly 
publication but may eventually be put on a monthly basis. The 
Editorial Advisory Committee consists of Dr. Paul Gibrie of 
France, Dr. Hugh Clegg of England, Dr. Lorenzo Garcia-Tornel 
of Spain, Dr. Austin Smith, Chicago (executive editor), and 
Dr. Louis H. Bauer, Hempstead, N. Y. (business manager). 


American EEG Society Meeting.—The eighth annual meeting 
of the American Electroencephalographic Society will take place 
at the Hotel Claridge, Atlantic City, N. J., June 11-13, immedi- 
ately preceding the annual convention of the American Neuro- 
logical Association. The scientific sessions will start on Friday 
afternoon. The symposium “The Rhinencephalon (Its Relation- 
ship to Both Clinical Electroencephalography and Experimental 
Neurophysiology with Special Reference to Its Electrical Activity 
in Relation to Behavior and Symptoms)” will be held under the 
chairmanship of Dr. Robert S. Schwab, Boston, Sunday from 
9 a. m. to 1 p. m. Dr. A. Earl Walker, Baltimore, will be 
moderator for a special session on medicolegal aspects of clinical 
electroencephalography, Friday, 8-10 p. m. The annual banquet 
will take place Saturday, 8 p. m. 


Course in Postgraduate Gastroenterology.—The National 
Gastroenterological Association announces that its annual 
course in postgraduate gastroenterology will be given at the 
Shoreham in Washington, D. C., Oct. 28-30. Dr. Owen H. 
Wangensteen, professor of surgery, University of Minnesota 
Medical School, Minneapolis, surgical co-ordinator, and Dr. 
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Isidore Snapper, director of medical education, Beth-El Hos- 
pital, Brooklyn, medical co-ordinator, will be assisted by a 
distinguished faculty selected from the medical schools and 
Walter Reed Army Hospital, whose presentations will cover all 
phases of gastrointestinal diseases and problems. The entire 
session on Friday will be given at the Walter Reed Army Hos- 
pital. For information write to the National Gastroenterological 
Association, Department GSJ, 33 W. 60th St., New York 23. 


New Lasker Awards Established.—Three Albert Lasker awards 
for outstanding achievement in the development of services for 
the physically disabled will be made triennally by the Albert 
and Mary Lasker Foundation in New York through the Inter- 
national Society for the Welfare of Cripples. The purpose of 
the awards, which will consist of $500 each and a silver statu- 
ette of the Winged Victory of Samothrace, is to emphasize, 
through the recognition of individual and group accomplish- 
ments that are internationally significant, the importance of 
developing improved services for the disabled persons of the 
world. The first awards will be presented at The Hague, Nether- 
lands, Sept. 15, at the Sixth World Congress of the Inter- 
national Society for the Welfare of Cripples. Recipients will 
be selected by an international committee of experts from 
nominees proposed by the affiliated national organizations of 
the society and other organizations carrying out programs for 
the disabled in various countries. 


Accidental Deaths.—According to the Metropolitan Life In- 
surance Company, accidents claimed approximately 94,000 
lives in the United States during 1953, about 2,000 fewer than 
in 1952. This was the first time in four years that the number 
of accidental deaths represented a decrease from the preceding 
year’s total. Motor vehicle accident fatalities totaled about 
38,000 in 1953, a number not appreciably different from that 
in 1952. As in other recent years, these mishaps were by far 
the leading cause of fatal injury, accounting for about two- 
fifths of all accidental deaths. The decrease in the total num- 
ber of deaths from accidents was largely due to a reduction in 
fatal home accidents. About 27,500 lives (1,500 fewer than 
in 1952) were lost as a result of accidents in and about the 
home. Public accidents other than those in which motor 
vehicles were involved accounted for about 16,000 deaths, a 
small improvement from the year before, and injuries arising 
out of employment took about 15,000 lives, virtually the same 
as in 1952. 


Know Your America Week.—A nation-wide program known as 
“Know Your America Week” will be conducted June 13-19 by 
the All-American Conference to Combat Communism. The 
A. M. A. is one of 55 sponsoring agencies. This program is 
designed to provide each community with an opportunity to 
dramatize its own development and strength and to rededicate 
its activities to the preservation of basic American principles. 
The medical societies and the individual physician can aid in 
this program. The days of the week and their themes are: 
Sunday, June 13, Religion Day, The Faiths by Which We Live. 
Monday, June 14, Flag Day, The Nation We Honor. 
Tuesday, June 15, Citizenship Day, Our Rights and Responsibilities. 
Wednesday, June 16, Education Day, The Schools Our Children Attend. 
Thursday, June 17, Government Day, The Laws Under Which We Live. 
Friday, June 18, Labor and Management Day, The Jobs At Which We 
Work. 
Saturday, June 19, Community Day, The Lands From Which We Come. 
The Organizations to Which We Belong. 
Information may be obtained from the organization’s head- 
quarters, 1624 Eye St. N. W., Washington 6, D. C. 


WHO Reports on Smallpox.—According to the latest Epi- 
demiological and Vital Statistics report of the World Health 
Organization, of a total population of 2.4 billion persons in 
the world, almost 900 million live in areas where smallpox is 
still “relatively persistent.” The study shows that in certain 
countries where smallpox was a serious public health problem 
30 years ago, the disease has become of negligible importance 
in recent years as the result of effective quarantine, systematic 
vaccination or mass vaccination campaigns, and other public 
health measures but that some of these countries are exposed 
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to the constant threat of importation of the disease as a 
result of international sea or air traffic with infected areas. 
During its January meetings in Geneva the WHO Executive 
Board planned to study the possibilities of launching a world- 
wide campaign against smallpox. A table in the current report 
lists 27 countries or territories with a total population of 883 
million where the smallpox “endemicity rate” equals or exceeds 
1 case per 100,000 inhabitants. 


American Orthopaedic Association—The American Ortho- 
paedic Association will hold its annual session at the Mount 
Washington Hotel, Bretton Woods, N. H., June 7-10. Dr. 
Albert R. Shands, Wilmington, Del., will deliver the presidential 
address Monday at 11:15 a. m. The afternoon will be devoted 
to a symposium on crippled children’s services, presented from 
the points of view of the federal administrator, state administra- 
tor, and the orthopaedic surgeon, with presentations also on 
services in Scotland, England, and Greece. The president’s re- 
ception at 7:30 p. m. will be followed by an illustrated lecture 
on New Hampshire and Mt. Washington Weather Station. 
Presentations by invitation will include those of Dr. Walter 
Mercer, Edinburgh, Scotland, Dr. Richard D. Smith, Honolulu, 
Hawaii, Dr. Annelise Madsen, Copenhagen, Denmark, Dr. 
Donai Brooks, London, England, and Dr. lan MacNab, Toronto, 
Canada. “The Present Status of the Research Program in Polio- 
myelitis” will be analyzed by Dr. Hart E. Van Riper, New 
York (by invitation) at 11:15 a. m. Wednesday. A golf tourna- 
ment will be held Tuesday afternoon and the annual banquet 
and ball at 8 p. m. Wednesday. 


Meeting of Medical Librarians—The Medical Library Associ- 
ation will hold its annual meeting at the Hotel Statler, Washing- 
ton, D. C., June 15-18. The Tuesday morning session will end 
with a presentation of “The Cultivation of the Improbable: 
Random Thoughts on Medical Research,” by Dr. R. Keith 
Cannan, D.Sc., New York, and “The Washington Medical 
Scene” by Dr. Herbert P. Ramsey, president, Medical Society 
of the District of Columbia. Dr. Fred L. Soper, Washington, 
D. C., director, Pan American Sanitary Bureau, will be modera- 
tor for a panel discussion, “International Aspects of Medical 
Research,” at 2:30 p. m. The Wednesday afternoon session will 
be held at the National Institutes of Health, Bethesda, Md., at 
which presentations will be made by Drs. William H. Sebrell 
Jr., Victor H. Haas, and Wilbur E. Kellum. Thursday morning 
there will be a symposium on government sponsorship of medical 
research. Friday afternoon William Jerome Wilson, chief, 
history of medicine division, Armed Forces Medical Library, 
will have as his topic “Dr. Toner and the ‘National Medical 
Library.’” Detlev W. Bronk, Ph.D., president, Rockefeller 
Institute of Medical Research, New York, wil! address the 
annual banquet at 7:30 p. m. 


Lederle Medical Faculty Awards.—The Lederle Laboratories 
Division of American Cyanamid Company has established a 
series of medical faculty awards to aid in the support of promis- 
ing teachers and investigators in anatomy, biochemistry, microbi- 
ology, pathology, pharmacology, and physiology, for a limited 
period. Requests for awards to specific persons will be accepted 
from medical schools in the United States and Canada through 
their administrative officers, or from heads of departments with 
approval of such administrative officers. The statement of quali- 
fications of the candidate, together with information supporting 
his eligibility, reasons for requesting the support, and a general 
outline of the program proposed by the head of the department 
for the applicant must accompany each request. An independent 
statement from the person recommended should be sent directly 
to the committee. Candidates must hold “faculty rank,” such as 
assistant professor or associate professor and should give 
promise of continuing teaching and research within the disci- 
plines indicated. Awards will be made for not exceeding three 
years, and the total amount shall not exceed $10,000 in any one 
year to any one grantee. Address communications to: Lederle 
Medical Faculty Awards, Office of the Secretary, Pearl River, 
mY. 
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FOREIGN 


Irish Medical Association——The annual meeting of the Irish 
Medical Association will be held in Killarney, July 7-10. The 
association extends a cordial invitation to members of the 
American Medical Association who may be in Europe, to attend 
its sessions. Among the topics to be discussed are “Drug Erup- 
tions Old and New,” “Genitourinary Emergencies in General 
Practice,” and “Recent Advances in Pediatrics.” Dr. Vincent J. 
O’Conor, professor of urology, Northwestern University Medical 
School, Chicago, will participate in the program on genito- 
urinary emergencies Thursday afternoon. Scientific sessions will 
end with a clinical demonstration Saturday, 10:30 a. m., at the 
Killarney Mental Hospital. Wednesday at 8:30 p. m. the presi- 
dent of the association will hold a reception at the Great 
Southern Hotel. Other social functions will include an evening 
at the Killarney Golf Club (which has arranged free play over 
the Killarney Links and golf competitions), a dance in aid of 
the Medical Benevolent Fund at the Great Southern Hotel, and 
excursions to points of interest. 


LATIN AMERICA 


Congress on Mental Health.—The first Latin-American Congress 
on Mental Health will be held in Sao Paulo, Brazil, July 17 to 
22, to consider (1) social psychiatry (psychiatric aspects in im- 
migrants); (2) psychosomatic medicine (psychogenesis of peptic 
ulcers); (3) psychiatric therapy (mental status in postlobotomy 
patients); and (4) psychoanalysis (psychodynamics of the ana- 
lytic process). During the evenings, films on mental health in 
different countries will be shown. 


Obstetric Congresses.—The second Latin American Congress of 
Obstetrics and Gynecology and the fourth Brazilian Congress 
of Obstetrics and Gynecology in Sao Paulo, Brazil, July 9 to 14, 
will consider the physiopathology of uterine contraction, con- 
servative surgery in gynecology, present status of placental 
hormones, and the use of antibiotics in gynecology. Round-table 
discussions on male and female sterility will be sponsored by 
the International Fertility Association. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meeting, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J.,.June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 


AMERICAN ACADEMY OF TUBERCULOSIS PHYSICIANS, San Francisco, June 19. 
Dr. Oscar S. Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN COLLEGE OF CHEST PHYSICIANS, Fairmont Hotel, San Francisco, 
June 17-20. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Executive Director. 

AMERICAN DIABETES ASSOCIATION, Fairmont Hotel, San Francisco, June 
19-20. Dr. John A. Reed, 1 East 45th St., New York 17, Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Hotel Claridge, Atlantic 
City, N. J., June 11-13. Dr. W. T. Liberson, Veterans Administration 
Hospital, Northampton, Mass., Secretary. 

AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, San Francisco, June 18-19. 
Dr. H. Marvin Pollard, University Hospital, Ann Arbor, Mich., 
Secretary. 

AMERICAN GaAsTROSCOPIC SociETy, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. John Tilden Howard, 12 East Eager St., Baltimore 2, 
Secretary. 

AMERICAN GERIATRICS SociETY, Hotel Fairmont, San Francisco, June 17-19. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 
AMERICAN MEDICAL WOMEN’S ASSOCIATION, St. Francis Hotel, San Fran- 
cisco, June 18-20. Dr. Charna G. Perry, 691 Bridgeway Blivd., Sausalito, 

Calif., Secretary. 

AMERICAN NEUROLOGICAL ASSOCIATION, Hotel Claridge, Atlantic City, 
N. J., June 14-16. Dr. H. Houston Merritt, 710 West 168th St., New 
York 32, Secretary. 

AMERICAN OPHTHALMOLOGICAL SociETy, Many Glacier Hotel, Glacier Park, 
Mont., June 16-18. Dr. Maynard C. Wheeler, 30 West 59th St., New 
York 19, Secretary. 
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AMERICAN ORTHOPEDIC ASSOCIATION, Mount Washington Hotel, Bretton 
Woods, N. H., June 6-9. Dr. George C. Eaton, 4 East Madison St., 
Baltimore 2, Secretary. 


AMERICAN RHEUMATISM ASSOCIATION, St. Francis Hotel, San Francisco, 
June 18-19. Dr. William H. Kammerer, 33 East 61st Street, New York 
21, Secretary. 


AMERICAN SOCIETY FOR THE STUDY OF STERILITY, St. Francis Hotel, San 
Francisco, June 18-20. Dr. Herbert H. Thomas, 920 South 19th St., 
Birmingham, Ala., Secretary. 

CONFERENCE OF PRESIDENTS AND OTHER OFFICERS OF STATE MEDICAL 
ASSOCIATIONS, The Palace, San Francisco, June 20. Mr. Theodore 
Wiprud, 1718 M St. N.W., Washington 6, D. C., Secretary. 


IDAHO STATE MEDICAL ASSOCIATION, Sun Valley, June 13-16. Dr. Robert 
S. McKean, 364 Sonna Bldg., Boise, Secretary. 


MAINE MEDIcAL ASSOCIATION, The Samoset, Rockland, Jume 13-15. Mr. 
W. Mayo Payson, 142 High St., Portland 3, Executive Secretary. 

MEDICAL LispRARY ASSOCIATION, Statler Hotel, Washington, D. C., June 
15-18. Miss Audrey L. Kargus, St. Louis Medical Society, 3839 Lindell 
Bivd., St. Louis 8, Secretary. 

MEDICAL SURGICAL CONFERENCE, Meadow Lark Country Club, Great Falls, 
Mont., June 14-15. Dr. John A. Layne, Box 911, Great Falls, Mont., 
Chairman, 


MINNESOTA STATE MEDICAL ASSOCIATION, Hotel Duluth, Duluth, June 7-9. 
Dr. B. B. Souster, 496 Lowry Medical Arts Bidg., St. Paul 2, Secretary. 
NEUROSURGICAL SOCIETY OF AMERICA, Grand Hotel, Mackinac Island, 
Mich., July 21-24. Dr. Lester A. Mount, 700 West 168th St., New 
York 32, Secretary. 
REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 
NORTHERN CALIFORNIA AND NEvaDA, San Francisco, June 16. Dr. Stacy 
R. Mettier, University of California Hospital, San Francisco 22, 
Governor. 


SociETY OF BIOLOGICAL PsyCHIATRY, Claridge Hotel, Atlantic City, N. J., 
June 13. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, 
Secretary. 

SocirETy FOR INVESTIGATIVE DERMATOLOGY, Clift Hotel, San Francisco, 
June 19-20. Dr. Herman Beerman, 255 South 17th St., Philadelphia 3, 
Secretary. 


SOCIETY FOR VASCULAR SuRGERY, Mark Hopkins Hotel, San Francisco, 
June 20. Dr. George D. Lilly, 333 Ingraham Blidg., Miami 32, Fia., 
Secretary. 

THe Enpocrine Society, Sir Francis Drake Hotel, San Francisco, June 
17-19. Dr. Henry H. Turner, 1200 North Walker St., Oklahoma City 
3, Secretary. 

WYOMING STATE Mepicat Society, Kalif Temple, Sheridan, June 7-9. Dr. 
Royce D. Tebbet, Box 1252, Cheyenne, Secretary. 


FOREIGN AND INTERNATIONAL 

BritisH MEDICAL AssociATION, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HyDROLOGY, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Ammi- 
randoli, Via Della Torretta 11, Montecatini Terme, Italy. 


EuROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A, J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 


INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Il, U. S. A., 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SociETy, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 
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INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 


INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OssTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hépital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HISTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HyDATID DisEAsE, Madrid, Spain, Oct. 5-8, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954, Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.C., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. 3. DU. & A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsycCHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., Jume 19, 1954, Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A,, 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BrioLocy, Leiden, Netherlands, Sept. 1-7, 
1954 Professcr Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

JaisH Mepicat AssociaTIon, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee »f Medical Congresses. 

LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PAN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 


J.A.M.A., June 5, 1954 


Pan AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. ; 


PAN AMERICAN CONGRESS OF PEDIATRICS, Sao Paulo, Brazil, Aug. 1-7, 1954. 
For information address: Dr. Jairo Ramos, Avenida Brigaderio Luiz 
Antonio 278-8° andar, Sao Paulo, Brazil. 

PAN AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

Pan-PaciFic SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

SOUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WorL_D CONGRESS OF CARDIOLOGY, Washington, D. C., U. S. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. - 

WorRLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CripPLEs, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WoRLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

Wor_D MeDicAL AssOcIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A,, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
Final date for filing applications was Jan 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be eligible candidates 
must have completed thirty-six months of training by October 1. Final 
date for filing application was May 1. Exec. Sec., Miss Janet Newkirk, 
129 E. 52nd St., New York 22. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Los Angeles, June 15-17 
(candidates west of the Rocky Mountains and west coast). The closing 
date for acceptance of applications for Los Angeles was Feb. 1. New 
York, Sept. 22-24 (candidates on the east coast). The closing date for 
acceptance of applications was April 1. Written. Oct. 18. Final date 
for acceptance of applications will be May 1. Subspecialties. Gastro- 
enterology. San Francisco, June. 16. Allergy. New York, Sept. 23 and 
Pulmonary Disease. New York, Sept. 24. Closing date for acceptance of 
applications was May 10. Exec. Sec.-Treas., Dr. William A. Werrell, One 
West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or 
June. Final date for filing application was Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Deadline for receipt 
of applications is October 1, Sec., Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. San 
Francisco, June 25-29; New York City, Dec. 5-9. Final date for filing 
applications was July 1, 1953. Written, 1955. Various cities, Jan. 24-25. 
Final date for filing application is July 1, 1954. Practical examinations, 
1955. Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Final date for filing appli- 
cations for Part II is Aug. 15. Sec., Dr. Harold A. Sofield, 122 South 
Michigan Ave., Chicago 3, Ill. 

AMERICAN BoarD OF PaTHOLOGy: San Francisco, June 17-19. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BoarD OF PepiaTrics: Oral. San Francisco, June 25-27; Chicago, 
Oct. 8-10 and New Haven, December. Ex. Sec., Dr. John McK. Mitchell, 
6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
was March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BOARD OF PtastTic SuRGERY: Final date for receipt of case 
reports for the fall 1954 examination is June 1, 1954. Corres. Sec., Mrs. 
Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Parts I and 2. Buffalo, Oct. 
9-11. Final date for filing applications is July 15. Sec., Dr. Ernest L. 
Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BOARD OF PsyCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BOARD OF RADIOLOGY: Oral. Washington, D. C., September. 
Final date for filing application for the September examination was May 


1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. S.W., Rochester, Minn. 
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DEATHS 


Rankin, Fred Wharton ® 96th President of the American Medi- 
cal Association, died at his home in Lexington, Ky., May 22, 
aged 67. Dr. Rankin was born in Mooresville, N. C., Dec. 20, 
1886. After receiving his bachelor of arts degree from Davidson 
(N. C.) College in 1905, he was awarded the degree of doctor 
of medicine by the University of Maryland School of Medicine 
in Baltimore in 1909 and the degree of master of arts by St. 
John’s College in 1913. After graduation in medicine he became 
a resident surgeon at the University Hospital in Baltimore from 
1909 to 1912, and served as assistant demonstrator of anatomy 
and associate in surgery at the University of Maryland School 
of Medicine from 1913 to 1916. He then joined the Mayo Clinic 
in Rochester, Minn., acting as assistant surgeon at St. Mary’s 
Hospital from 1916 to 1922. For one academic year, 1922-1923, 
he served as professor of sur- 

gery at the University of Louis- 


member of the Committee on Medical Preparedness, At the 
session of the House of Delegates of the Association in Decem- 
ber, 1945, a special ceremony was arranged for awarding the 
Distinguished Service Medal to Dr. Rankin for “exceptional 
meritorious services from March 1942 to August 1945, which 
involved the responsibilities of the assignment of the highest 
type of surgical personnel and the selection of the most modern 
surgical supplies and equipment available.” Dr. Rankin had 
been honored by many medical organizations, serving as presi- 
dent of the Southern Surgical Association, the Southeastern 
Surgical Congress, and, at the time of his death, the American 
College of Surgeons. He was a member of the American Sur- 
gical Association, American Proctologic Society, Eastern and 
Western Surgical associations, and Southern Medical Associa- 

tion. He was one of the founder 

members of the American Board 





ville School of Medicine. In 1923 
he married Miss Edith Mayo, 
a daughter of Dr. Charles H. 
Mayo. He served as surgeon to 
the Mayo Clinic and as associate 
professor of surgery at the Uni- 
versity of Minnesota Medical 
School, Mayo Foundation, from 
1926 to 1933, then moved to 
Lexington, Ky., where he be- 
came surgeon to St. Joseph’s and 
Good Samaritan hospitals, with 
which he was associated since 
Jan. 1, 1934. In 1941 he be- 
came Clinical professor of sur- 
gery at the University of Louis- 
ville School of Medicine, and at 
the time of his death held the 
title of professor of surgery. In 
World War I, Dr. Rankin served 
as a major in the Medical Corps 
for 17 months, was attached to 
the First Army Corps, 4th and 
26th divisions, in France, and 
was commanding officer of Base 
Hospital No. 26, and at the close 
of the war he became a colonel 
in the Medical Reserve Corps. 
Dr. Rankin was ordered to active 
duty March 1, 1942, as consult- 
ing surgeon in the Office of the 
Surgeon General, U. S. Army, 
with the rank of colonel, and 
in 1943 he was advanced to the 
rank of brigadier general. As 
chief consulting surgeon to the Surgeon General’s office he 
made journeys to the theaters of war in North Africa, Europe, 
the Pacific, and the Far East. He was awarded the Victory 
ribbon during World War I, and during World War II the 
Victory ribbon, E. T. O. ribbon, Asiatic-Pacific ribbon, Ameri- 
can Defense and American Theater ribbons, and was made a 
Chevalier of the Legion of Honor. In the American Medical 
Association he was secretary of the Section on Surgery, General 
and Abdominal, from 1919 to 1932, when he became chairman 
serving until 1933, a member of the House of Delegates, repre- 
senting the Section on Surgery, General and Abdominal, from 
1935 through 1939, and in 1945 a delegate representing the 
Medical Corps of the U. S. Army. On several occasions he 
aided in the work of the reference committees. In 1936 he 
Was appointed a member of the Council on Medical Education 
and Hospitals, in which body he was active until his election 
to the Presidency of the Association in 1941. In 1940, the 
Speaker of the House of Delegates appointed Dr. Rankin a 








@ Indicates Member of the American Medical Association, 
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of Surgery, which he served as 
vice-chairman. His contributions 
included the monograph, “Surgery 
of the Colon,” a work entitled 
“The Colon, Rectum and Anus,” 
published in 1932 jointly with 
Drs. J. A. Bargen and L. A. Buie, 
and “Cancer of the Colon and 
Rectum: Its Diagnosis and Treat- 
ment,” published with Dr. A. S. 
Graham in 1939. He also contrib- 
uted chapters on these subjects 
in several systems of surgery. 
During World War II he pub- 
lished several interesting articles, 
such as “Some Current Medico- 
Military Problems.” Dr. Rankin 
received the honorary degree of 
doctor of science from Davidson 
College in 1937, the University 
of Maryland in 1939, the Univer- 
sity of Kentucky in 1943, North- 
western University, Chicago, in 
1943, and the University of Louis- 
ville in 1947. He received the 
LL.D degree from Temple Uni- 
versity in Philadelphia in 1943. 
He was a member of Phi Beta 
Kappa and Sigma Xi and honor- 
ary member of Alpha Omega 
Alpha, honor medical society. 


Martland, Harrison Stanford ® 
New York City; born in 1883; 
Columbia University College of 
Physicians and Surgeons, New York, 1905; professor of forensic 
medicine. New York University College of Medicine, and the 
New York Post-Graduate Medical School and Hospital, Colum- 
bia University; member of the Medical Society of New Jersey, 
College of American Pathologists, and the American Society of 
Clinical Pathologists; specialist certified by the American Board 
of Pathology; practiced in Newark, N. J., where he was for 
many years chief medical examiner of Essex County, and pa- 
thologist at Newark City Hospital, and where the new city 
hospital was dedicated as Martland Medical Center last January; 
past president of the Essex County (N. J.) Anatomical and 
Pathological Society, which in 1935 established the Harrison S. 
Martland lecture; past president of the New York Pathological 
Society, Essex County Medical Society, and the Academy of 
Medicine of Northern New Jersey, which in May, 1943, gave 
him the Edward J. Ill award; served in France during World 
War I; since 1924 colonel, Medical Reserve Corps; pathologist, 
St. Mary’s Hospital, Orange; director of the Graduate Fortnight, 
New York Academy of Medicine; on the advisory board, 
American Journal of Surgery; died May 1, aged 70. 
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Abel, Virgil T., Vallonia, Ind.; Medical College of Ohio, Cincin- 
nati, 1901; affiliated with Schneck Memorial Hospital in Sey- 
mour, where he died Feb. 25, aged 77, of cerebral hemorrhage. 


Aber, Albert Howard @ Pittsburgh; College of Physicians and 
Surgeons, Baltimore, 1895; on the emeritus medical staff of the 
McKeesport Hospital, where he died March 20, aged 79, of 
heart disease. 

Agnew, James Howard @ Houston, Texas; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1910; at one time on the faculty of his alma mater; formerly 
professor of medicine at University of Alabama School of 
Medicine in Mobile; specialist certified by the American Board 
of Internal Medicine; fellow of the American College of Physi- 
cians; served during World War I; affiliated with St. Joseph’s, 
Methodist, and Memorial hospitals; died March 19, aged 69, of 
cerebral hemorrhage. 


Bailey, William August ® Vincennes, Ind.; Bennett Medical 
College, Chicago, 1905; died Feb. 1, aged 85, of chronic 
bronchiectasis and valvular heart disease. 

Barnett, Reu Lee © Atlantic, Iowa; State University of lowa 
College of Medicine, Iowa City, 1907; affiliated with Atlantic 
Memorial Hospital, where he died Feb. 28, aged 74, of a heart 
attack, 


Beer, Eric ® Allensbach, Bodensee, Germany; Albert-Ludwigs- 
Universitat Medizinische Fakultat, Freiburg, Germany, 1921; 
formerly practiced in Fairhaven, Mass.; member of the Massa- 
chusetts Medical Society; died in Lugano, Switzerland, March 
12, aged 56. 


Bell, Alfred, Woodhaven, N. Y.; Columbia University College 
of Physicians and Surgeons, New York, 1895; died April 11, 
aged 80, of gangrene of the left foot and arteriosclerosis. 


Berry, Virgil, Okmulgee, Okla.; Beaumont Hospital Medical 
College, St. Louis, 1895; member of the House of Delegates of 
the American Medical Association in 1908; fellow of the 
American College of Surgeons; served during World War I; for 
many years surgeon for the Frisco Railroad; died March 10, 
aged 87, of carcinoma of the pancreas. 


Campbell, George Otho, Trumann, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1902; vice-president and director of 
the Trumann National Bank, where he served as president; died 
in St. Bernard’s Hospital March 30, aged 78, of coronary throm- 
bosis, 

Carr, Henry Morgan, Harriman, Tenn.; Chattanooga (Tenn.) 
Medical College, 1901; formerly mayor; served during World 
War I; died in the Memorial Hospital, Chattanooga, March 22, 
aged 79, of cerebral thrombosis with hemiplegia. 


Clune, Philip Joseph, Hammond, Ind.; McGill University 
Faculty of Medicine, Montreal, Canada, 1890; formerly prac- 
ticed in Ottawa, Ill., where he was president of the Old Peoples 
Bank & Trust Company; died in St. Ann’s Home April 18, 
aged 85. 


Cohen, Louis ® Passaic, N. J.; Rush Medical College, Chicago, 
1934; affiliated with Passaic General Hospital and Beth Israel 
Hospital; died April 18, aged 46, of coronary occlusion. 


Conner, Curtis Christopher ® Mount Pleasant, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1909; died March 1, aged 76. 


David, Leo Joseph ®@ Springfield, Mass.; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Germany, 1919; died 
March 17, aged 60, of myocardial infarction. 


Davidson, James Wilbur ® Crescent City, Fla.; Chattanooga 
(Tenn.) Medical College, 1906; died in St. Petersburg, Feb. 4, 
aged 76, of cerebral hemorrhage and hypertension. 


Dees, Theodore Allen Jr., Lake Charles, La.; Louisiana State 
University School of Medicine, New Orleans, 1942; served 
during World War II; staff member of St. Patrick’s Hospital and 
Memorial Hospital, where he died March 26, aged 42, of injuries 
received in an automobile accident. 


Douglas, Frederick Alexander, La Crosse, Wis.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1906; past 
president of the La Crosse County Medical Society; member of 
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the American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; member of the 
staffs of St. Francis, Grandview, and La Crosse hospitals; died 
Feb. 18, aged 75, of arteriosclerotic heart disease. 


Dye, Thomas Melville © Clarksdale, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1900; from 
1937 to 1945 mayor of Clarksdale; past president of the Missis- 
sippi State Medical Association, of which he was secretary for 
many years; member of the Clarksdale School Board for 19 
years; for many years surgeon for the Illinois Central Railroad; 
aged 79; was burned to death near Rena Lara April 1, when the 
trailer in which he was sleeping caught fire. 

Ellis, Joseph William, Drew, Miss.; (licensed in Mississippi in 
1908); died March 1, aged 73. 

Flynn, James J., Kansas City, Mo.; Kansas City College of 
Medicine and Surgery, Kansas City, 1918; St. Louis College of 
Physicians and Surgeons, 1921; died in Rochester, Minn., Feb. 
24, aged 61, of bronchogenic carcinoma. 


Francis, Charles C., Farmerville, La.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1900; served two 
terms as mayor of Farmerville; died in Baton Rouge March 23, 
aged 76. 


Fraser, Donald Andrew ® Vallejo, Calif.; Cooper Medical 
College, San Francisco, 1909; died in St. Francis Hospital in 
San Francisco, March 21, aged 67, of arteriosclerotic heart 
disease. 

Freligh, Wilfred Protacio ® Albert Lea, Minn.; University of 
Minnesota Medical School, Minneapolis, 1913; served during 
World War I; member of the staff of the Naeve Hospital, of 
which he was a past president; died in St. Mary’s Hospital in 
Rochester Feb. 28, aged 66, of chronic glomerulonephritis and 
uremia. 


Fuchs, Joseph, New York City; Long Island College Hospital, 
Brooklyn, 1920; member of the school board; served on the 
staffs of the Beth David, Gouverneur, and Manhattan General 
hospitals; died in the University Hospital Jan. 9, aged 56, of 
coronary disease. 

Gesell, Robert Albert, Ann Arbor, Mich.; Washington Univer- 
sity School of Medicine, St. Louis, 1914; professor and chairman 
of the department of physiology at the University of Michigan 
Medical School; died April 19, aged 67, of coronary thrombosis. 


Geymer, George Cullom ® Chicago; University of Illinois 
College of Medicine, Chicago, 1933; on the staff of the Illinois 
Masonic Hospital, where he died April 14, aged 53, of coronary 
thrombosis. 


Gill, Leo ® Canandaigua, N. Y.; Universita Karlova Fakulta 
Lékarska, Prague, Czechoslovakia, 1925; served during World 
War II; affiliated with Veterans Administration Hospital; died 
Feb. 9, aged 53, of cancer. 


Giroux, Charles H. © Palmer, Mass.; Laval University Faculty 
of Medicine, Quebec, Canada, 1899; for many years member 
of the school board; at one time member of the board of public 
welfare; on the staff of the Wing Memorial Hospital; died 
March 18, aged 79, of heart disease. 


Haigler, James Robert ® Montgomery, Ala.; Medical College 
of Alabama, Mobile, 1897; died in Augusta, Ga., April 2, aged 
80, of emphysema and tuberculosis. 


Hairston, Thomas Coke, Columbus, Texas; Medical Departmen! 
of Tulane University of Louisiana, New Orleans, 1900; died 
March 1, aged 78, of heart disease. 


Harris, Cummings, Memphis, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1900; formerly associated with the old city 
health department; served on the staff of St. Joseph Hospital; 
died in the John Gaston Hospital March 14, aged 74, as the 
result of a fall. 

Johnson, John Hayden, Washington, D. C.; Howard University 
College of Medicine, Washington, 1900; died April 21, aged 79. 
Johnson, Robert William ® Augusta, Ga.; University of Mary- 


land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1915; served during World War I; for many years 
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practiced in Baltimore, where he was superintendent of the 
South Baltimore General Hospital; died March 16, aged 65. 


Kaleta, Edward Joseph @ Flint, Mich.; Loyola University School 
of Medicine, Chicago, 1940; served during World War II; affili- 
ated with McLaren General Hospital, Hurley Hospital, and St. 
Joseph’s Hospital, where he was secretary of the medical staff; 
died April 7, aged 38, of an accidental gunshot wound. 


Katzberg, Louis William @® Willmar, Minn.; University of 
Nebraska College of Medicine, Omaha, 1932; resident, Willmar 
State Hospital; died March 17, aged 50, of intestinal hemorrhage. 


Keating, Howard Francis @ Philadelphia; Jefferson Medical 
College, of Philadelphia, 1916; served during World War I; died 
in Presbyterian Hospital March 17, aged 59. 


Keaton, John Cox @ Albany, Ga.; University of Maryland 
School of Medicine, Baltimore, 1907; member of the American 
Urological Association; fellow of the American College of 
Surgeons; for many years county physician; on the staff of the 
Phoebe Putney Hospital; died in Ochsner Foundation Hospital 
in New Orleans March 30, aged 68. 


Lange, William John, Pittsburgh; Western Pennsylvania Medica! 
College, Pittsburgh, 1900; died in the Veterans Administration 
Hospital, Aspinwall, Jan. 10, aged 77, of congestive heart failure 
and diabetes mellitus. 


Lashlee, Claude Harmon ® San Bernardino, Calif.; Hahnemann 
Medical College of the Pacific, San Francisco, 1904; died March 
20, aged 74, of coronary thrombosis and arteriosclerosis. 


Lemmon, Brandt Elmer ® Cloverdale, Ind.; Kentucky School 
of Medicine, Louisville, 1908; served during World War I; died 
in the Veterans Administration Hospital, Indianapolis, March 2 
aged 70, of acute posterior myocardial infarction. 


Levi, Joseph © Yonkers, N. Y.; Ludwig-Maximilians-Universitat 
Medizinische Fakultaét, Miinchen, Germany, 1921; died in the 
Yonkers Professional Hospital March 14, aged 61, of carcinoma 
of the colon. 


Loewenstein, Paul Eugene ® Gloversville, N. Y.; Julius-Maxi- 
milians-Universitat Medizinische Fakultét, Wurzburg, Germany, 
1915; served in the German army during World War I; affiliated 
with Littauer Hospital, where he died March 19, aged 63, of 
cerebral hemorrhage. 


Lyon, Howard, Tavares, Fla.; Louisville (Ky.) Medical College, 
1904; past president of the Clark County Medical Society; 
member of the Association of Military Surgeons of the United 
States; served during World War I; died March 28, aged 74, of 
coronary occlusion. 


McKay, Joseph William III, Shreveport, La.; Louisiana State 
University School of Medicine, New Orleans, 1943; served 
during World War II; died March 25, aged 36. 


Morton, Thomas Fincher Harry © Coronado, Calif.; Medico- 
Chirurgical College of Philadelphia, 1908; member of the Utah 
State Medical Association; practiced in Salt Lake City for many 
years and from 1909 to 1950 was on the staff of the W. H. Groves 
Latter-Day Saints Hospital; received a medal and citation for his 
services as Selective Service examiner during World War II; since 
1950 on the consulting staff at Coronado Hospital, where he died 
March 31, aged 78, of acute myocardial infarction. 


Neese, Jack Harrell ® Monroe, N. C.; Duke University School 
of Medicine, Durham, 1942; certified by the National Board of 
Medical Examiners; served during World War II; on the staff 
of the Union Memorial Hospital; burned to death Feb. 16, aged 
34, in a fire at his lakeside cabin on Lake Tillery, near Norwood. 


Neil, Richard Jones ® Methuen, Mass.; Tufts College Medical 
School, Boston, 1930; member of the New England Obstetrical 
and Gynecological Society; member of the school committee; 
served on the staffs of the Lawrence (Mass.) General Hospital 
and the Bon Secours Hospital; died March 17, aged 50, of 
coronary thrombosis. 


Peterson, Ralph Otis ® Chicago; University of Illinois College 
of Medicine, Chicago, 1928; served during World War II; — 
ated with Bethany Methodist Hospital; died April 25, aged 52, 
of coronary thrombosis and hypertensive heart disease. 
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Piper, John Obed ® Waterville, Maine; McGill University 
Faculty of Medicine, Montreal, Canada, 1910; specialist certi- 
fied by the American Board of Internal Medicine; fellow of the 
American College of Physicians; past president of the Maine 
Medical Association; president of the Maine Heart Association; 
at One time physician at Colby College; served during World! 
— I; on the staff of the Thayer Hospital, where he died March | 
2, aged 72, of gastrointestinal hemorrhage. 


Fenell James W., Sylvania, Ga.; University of Georgia Medical 
Department, Augusta, 1889; died Feb. 21, aged 87, of cerebral 
thrombosis. 


Powers, Fred Harwood ® Rochester, Minn.; Rush Medical 
College, Chicago, 1900; died in St. Mary’s Hospital Feb. 27, 
aged 85, of bronchopneumonia and carcinoma of the prostate. 


Reynolds, James Lemmon © Emmett, Idaho; Denver and Gross 
College of Medicine, Denver, 1904; died March 24, aged 76, 
of coronary thrombosis. 


Rhodes, James Slade, Williamston, N. C.; Medical College of 
Virginia, Richmond, 1906; chairman, board of health; acting 
county health officer, 1953-1954; on the staff of Martin General 
Hospital; died in the Medical College of Virginia Hospital, Rich- 
mond, March 25, aged 72, of gangrene of the small intestine. 


Riggs, Hiram Burdette, Gloversville, N. Y.; Albany (N. Y.) 
Medical College, 1911; past president of the Fulton County 
Medical Society; an honorary attending surgeon at Nathan 
Littauer Hospital; died Feb. 5, aged 69, of coronary occlusion. 


Roche, Thomas Neil, Marion, Mass.; Tufts College Medical 
School, Boston, 1908; affiliated with Tobey Hospital in Ware- 
ham, where he died March 30, aged 69, of arteriosclerosis, 
mesenteric thrombosis, and abdominal aneurysm. 


Rockefeller, Henry Oscar, Germantown, N. Y.; Chicago Home- 
opathic Medical College, 1887; for many years practiced in 
Brooklyn, where he was affiliated with the Prospect Heights and 
Lutheran hospitals; died in Poughkeepsie Feb. 27, aged 91, of 
arteriosclerotic heart disease. 


Salmons, Henry Clay, Elkin, N. C.; North Carolina Medical 
College, Davidson, 1904; formerly practiced in Jonesville, where 
he was at one time member of the Yadkin County Board of 
Health, health officer, and mayor; on the staff of the Hugh 
Chatham Memorial Hospital from 1931 to 1941; died in Duke 
Hospital, Durham, Feb. 28, aged 71, of hypertension, cerebral 
arteriosclerosis, and uremia. 


Savage, Victor ® Kennedy, Ala.; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1889; died April 7, aged 88, of 
coronary occlusion. 


Schaefer, Charles Luis ® Kansas City, Mo.; Creighton Univer- 
sity School of Medicine, Omaha, 1937; member of the American 
Heart Association and the American Association of Railway 
Surgeons; on the staff of St. Mary’s Hospital; died in the Barnes 
Hospital, St. Louis, March 12, aged 46, of bronchopneumonia 
and peritonitis. 

True, George Snowden, Big Spring, Texas; University of Nash- 
ville (Tenn.) Medical Department, 1892; Vanderbilt University 


School of Medicine, Nashville, 1892; died Feb. 14, aged 88, of 
carcinoma of the larynx. 


Tull, James L., Vernon, Texas; Medical Department of Tulane 
University of Louisiana, New Orleans, 1898; died in Dallas 
March 29, aged 83. 


DIED WHILE IN MILITARY SERVICE 





Teicher, Ralph, Brooklyn; Long Island College of Medi- 
cine, Brooklyn, 1947; certified by the National Board of 
Medical Examiners; interned at the Kings County Hos- 
pital, where he served a residency; formerly a resident at 
the Presbyterian Hospital in New York; captain in the 
U. S. Air Force, stationed at Maxwell Air Force Base, 
Ala.; aged 28; was killed in an automobile accident near 
Grand Bay, Ala., Feb. 28. 
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GOVERNMENT SERVICES 


ARMY 


Conquerors of Yellow Fever.—A painting, “Conquerors of Yel- 
low Fever,” from among the Wyeth Laboratories collection 
“Pioneers of American Medicine,” has been presented to the 
Army Medical Service Graduate School in Washington, D. C. 
Dr. George E. Farrar Jr., medical director of Wyeth Labo- 
ratories, made the presentation at the ceremony. Col. William 
S. Stone, M. C., commandant of the school, accepted the paint- 
ing for the Army Medical Center. 

The Wyeth collection was painted by the distinguished illus- 
trator and muralist, Dean Cornwell. A panel of physicians 
selected the important moments in American medical history 
for re-creation. The painting shows Dr. Lazear, who died a 
month later as a result of self-experimentation, inoculating Dr. 
Carroll with an infected mosquito, with Major Walter Reed 
and Dr. Carlos Finlay looking on. The event occurred on the 
grounds of Columbia Barracks Post Hospital of the U. S. Army 
in Cuba, Aug. 6, 1900. 


Two Positions Open in Okinawa.—The Surgeon General’s office 
has recently received a request also for a medical officer (general 
supervisory) GS-13 in Okinawa at an annual salary of $8,360. 
His major duties would be to act as chief of the medical care 
division of the public health and welfare department; to plan 
and supervise the public health training program for Ryukyuans 
employed as doctors, dentists, pharmacists, nurses, and mid- 
wives; to supervise a nursing program so far as it pertains to 
medical care and nursing schools; and to make periodic in- 
spections of institutions, hospitals, and dispensaries on Okinawa 
and outlying islands. 

The overseas command in Okinawa has forwarded to the 
Surgeon General’s Office in Washington, D. C., a request for 
a bacteriologist. The salary is $3,795 per annum plus a 15% 
increase when the tour of duty begins in Okinawa. The require- 
ments are in part: four years of active technical clinical labora- 
tory experience including six months of supervision over other 
technicians. Applicants may substitute certain educational ex- 
periences for as much as three years of experience. The mini- 
mum tour of duty is 18 months. Persons interested may write 
direct to the Surgeon General, Department of the Army, 
Washington 25, D. C., Attention: Personnel Division. 


ATOMIC ENERGY COMMISSION 


AEC Makes Irradiation Facilities Available to Public.—The 
Atomic Energy Commission has made available to the public 
on a limited basis the specialized facilities of the Materials Test- 
ing Reactor at the National Reactor Testing Station in Idaho. 
The MTR is a unique research tool that can produce isotopes 
of higher specific radioactivity than the Argonne, Brookhaven, 
and Oak Ridge reactors, where irradiation services are also per- 
formed for the public. A part of the reactor space made avail- 
able to the public on a continuing basis will provide a higher 
neutron intensity than is available at present in other reactors. 
Requirements of the atomic energy program will take precedence 
over nongovernment experiments in all areas of the reactor. 
Because of security considerations experiments requested by the 
public will be performed by the contractor who operates the 
reactor for the commission. 

Charges will be made for public irradiations in the MTR. 
These charges, based on all costs involved, are considered to 
be sufficiently low to bring the service within the means of 
qualified research organizations. Applications should be filed 
with the U. S. Atomic Energy Commission, Isotopes Division, 
Oak Ridge, Tenn. The contractor operating the MTR, namely, 
Phillips Petroleum Co., Idaho Falls, Idaho, should be contacted 
directly for information concerning technical questions relating 
to irradiation services, scheduling, price lists, and arrangements 
for obtaining these services. 


PUBLIC HEALTH SERVICE 


Gamma Globulin for Prophylaxis of Measles and Infectious 
Hepatitis—In a letter to state and territorial health officers, 
dated May 21, the U. S. Public Health Service has restated the 
policy dealing with the distribution of gamma globulin for the 
prophylaxis of measles and infectious hepatitis, in order to 
preclude any misunderstanding concerning the availability of 
gamma globulin for those purposes. The letter states that the 
supply is adequate to meet all foreseeable requirements for use 
in the prophylaxis of measles and infectious hepatitis. There is 
no restriction from the standpoint of the Office of Defense 
Mobilization or the Public Health Service in providing the ma- 
terial to state and territorial health officers. The figures listed for 
the states and territories in gamma globulin letter no. 26, dated 
Feb. 25, 1954, as their primary distribution quantities, should not 
be interpreted as the maximum available. They serve only as a 
base or guide. As stated in that announcement, supplementary 
quantities will be provided when required. Therefore, requests 
from the states should be submitted to the U. S. Public Health 
Service when the need arises. 

The state or territory is free to regulate the distribution with- 
in its area as it sees fit; however, limitations are not indicated 
if they are based on assumed inadequacy of supply. The letter 
suggested that this information be transmitted to physicians in 
any areas where it is felt necessary to dispel any possible mis- 
understanding as to the availability of gamma globulin for the 
prophylaxis of measles and infectious hepatitis. 


VETERANS ADMINISTRATION 


Decrease in Tuberculosis Among World War II Veterans.—A 
40% drop in tuberculosis deaths among World War II veterans 
from 1948 to 1952, inclusive, has been reported by the Veterans 
Administration. Several factors brought about the sharp drop, 
according to Dr. Leo V. Schneider, chief, Tuberculosis Control, 
and Dan I. Rosen, director, Reports and Statistics Service, who 
analyzed the results. One factor was the new methods of treat- 
ment for tuberculosis, with the VA, the Army, and the Navy 
introducing the controlled chemotherapy program in 1946. The 
other was the extensive tuberculosis case-finding survey program 
begun in 1948 in all VA hospitals and outpatient clinics. Another 
factor was the decline of tuberculosis deaths in the general 
population. This decline is all the more dramatic when weighed 
against the steady rise in the tuberculosis mortality rate among 
World War II veterans that started with the beginning of the 
war. Dr. Schneider said that “since the beginning of World 
War II there was a steady rise in the mortality rate from tuber- 
culosis in the group of men accepted for service in the armed 
forces. This group is one of peculiar significance, for it is a 
screened population from which the majority, if not all, of 
tuberculous cases were removed. This group had an average 
tuberculosis mortality of less than 4 per 100,000 in 1942; the 
mortality increased to 6 in 1943, 10 in 1944, and 12 in 1945, 
while the mortality rate for the civilian unscreened population, 
corrected for age, during the years under consideration remained 
at about 52 per 100,000.” 


In 1946, the VA began a chemotherapy program for the 
treatment of tuberculosis with the new drugs that were being 
developed, the first of which was streptomycin. In 1948, the VA 
initiated its central tuberculosis register as part of its far flung 
tuberculosis case-finding program. From 12 tuberculosis deaths 
per 100,000 World War II veterans in 1946, the rate dropped 
to 10.8 in 1948 and has been continuously declining since then, 
dropping to 6.2 deaths per 100,000 in 1952. A further decline 
is indicated for 1953. 
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FOREIGN LETTERS 


DENMARK 


Deafness in School Children.—As a result of a five year study, 
Dr. Jérgen Arnvig concluded that among 713,400 Danish chil- 
dren between the ages of 7 and 16 there were 512 who in 1952 
were so hard of hearing that they needed special schooling. 
This incidence of 0.07% is much the same as that observed 
in Norway, but is less than that in Sweden and Finland. As 
with similar studies, boys were in the majority (55%). The 
mothers of 22 patients had suffered from rubeola during preg- 
nancy. In nearly half of these cases, the deafness was accom- 
panied by other defects involving the eye, heart, or brain. Tabu- 
lating his findings in Ugeskrift for laeger for March 25, 1954, 
according to the causes of the deafness Arnvig found a heredi- 
tary influence in a high proportion (28.5%) of his patients. The 
deafness was acquired before birth in 8.7%, during birth in 
9.7%, and after birth in 31.6% of the patients. In the remain- 
ing 21.5%, the cause of the deafness remained obscure. The 
observation that nearly 10% of these deaf school children be- 
came so from injuries inflicted during their birth tallies well 
with the findings in 1951 by Bordiey and Hardy in the United 
States. A reassuring feature of the Danish study is that not a 
single case of congenital syphilis was found in spite of a keen 
search for it as a possible cause of deafness. 

In the same issue of Ugeskrift for laeger there is an editorial 
celebrating the third anniversary of the regulations for the pro- 
vision of hearing aids free of cost in connection with an ex- 
tension of the national health insurance scheme. Whatever their 
age, occupation, or economic status, Danes were to be eligible 
for hearing aids, the dispensing of which was to be undertaken 
under the supervision of a specialist in diseases of the ear in 
centers provided in the three principal towns of Denmark. These 
centers have been equipped with the latest apparatus, and the 
hearing aids dispensed are thoroughly examined to assure their 
efficiency. The competition between the firms manufacturing 
these hearing aids has been so keen that their cost is now about 
a quarter of what it was three years ago. The cost of recharg- 
ing the batteries has also been reduced, and their quality has 
been improved. State-appointed teachers are available for initiat- 
ing the deaf into the proper use of their hearing aids. No other 
branch of welfare work has undergone such an explosive de- 
velopment as the care of the deaf. In support of this claim, it 
is pointed out that in three years 17,000 deaf persons have 
attended these hearing centers. About 5% of them were under 
the age of 15 years, and 13% were not found to be in need of 
a hearing aid. Presumably from 5 to 6% of the population in 
Denmark are deaf, half of them being so to such an extent that 
they require a hearing aid. This means that in Denmark alone, 
with a population of a little over 4 million, 80,000 to 100,000 
persons need such aids. The cost per patient at the special 
centers is about 50 Danish crowns, and about the same sum 
is required yearly for the renewal of batteries. 


The Danish Medical Bulletin——Volume 1, number 1, of the 
Danish Medical Bulletin, published as a supplement to Ugeskrift 
for laeger for April 8, 1954, marks an important advance in a 
plan by the Danish Medical Association to bring the progress 
of medicine in Denmark to the attention of the world in gen- 
eral. Hitherto the organ of the Danish Medical Association, 
Ugeskrift for laeger, has published short summaries in English 
of its articles. The articles in the Danish Medical Bulletin are 
entirely in English. It is sponsored by the government through 
the universities of Copenhagen and Aarhus and the National 
Health Service, as well as by the Danish Medical Association. 
Once a month the bulletin will accompany the weekly journal 
without the subscription to the latter being raised. The bulletin 
will be distributed all over the world to medical schools, uni- 
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versity libraries, teaching hospitals, scientific institutions, medi- 
cal boards, the national medical associations, and other bodies. 
It is anticipated that these institutions will in return place the 
bulletin on the mailing list of their own publications. The “Index 
Medicus Danicus,” hitherto issued by the University Library of 
Copenhagen as a separate publication, will in the future be in- 
corporated in the bulletin, two of its monthly issues being de- 
voted entirely to the index so that it may be bound separately. 
The other issues of the bulletin will contain about 350 pages 
yearly, with a survey of Danish medicine in the form of original 
articles, short communications, annotations, etc. The editorial 
board of the bulletin is composed of the editors of Ugeskrift 
for laeger, one representative each of the medical faculties of 
the universities of Copenhagen and Aarhus, and a representa- 
tive of the National Health Service. The following item was 
taken from the first issue of the bulletin. 


Treatment of Rheumatoid Arthritis—Dr. F. Fischer, Dr. B. 
Harvald, and Dr. K. Brgchner-Mortensen of Copenhagen have 
studied the effects of prolonged treatment with cortisone on 50 
patients with rheumatoid arthritis. The maintenance dose was 
such as to effect a reasonable reduction in the symptoms, with 
a minimum of side-effects and complications. The disease was 
active and progressive when this treatment was started, having 
lasted on the average about six years. The treatment was initi- 
ated with corticotropin (ACTH), being subsequently virtually 
confined to cortisone. Side-effects of the treatment were ob- 
served in most of these patients, and in 10 there were mental 
disturbances that in 4 led to the discontinuation of the treat- 
ment. There were, however, 30 patients for whom the treatment 
could be continued for 12 to 40 months, and among them were 
several whose capacity for work was increased or whose total 
incapacity was overcome. In view of the risk of side-effects, 
it became evident that this treatment should be instituted only 
after careful scrutiny of the indications and contraindications 
in each case. Very early and fairly inactive cases of rheumatoid 
arthritis are apparently not suitable for this treatment. 


ENGLAND 


Delivery in the Home.—When a woman desires to have her 
baby at home in Great Britain, there are alternatives as to the 
assistance she may summon. In obstetric practice in most 
countries, a physician is called, but in Great Britain deliveries 
may be conducted exclusively by trained midwives without 
medical support. Under the National Health Service, confine- 
ment may be attended by a midwife alone without cost to the 
patient. The midwife may be an independent worker or the 
employee of a public authority. The patient is also entitled to 
the services of a physician as an obstetrician, and in this case, 
the midwife assumes the function of a maternity nurse, if the 
physician desires to conduct the delivery. The fact remains that 
in most cases the physician prefers to leave the delivery to the 
midwife while he attends to other duties, e. g., connected with 
analgesia. Although, before a physician can be qualified to 
practice, he has to pass written and oral examinations in ob- 
stetrics, the degree of skill and proficiency an individual phy- 
sician may achieve may be somewhat sketchy, especially if he 
takes little or no interest in the subject and only regards the 
case as another opportunity for earning a fee. This is putting 
the worst complexion on the matter, and it is claimed that a 
good proportion of British physicians do take an academic as 
well as a practical interest in delivering their patients, as well 
as in providing prenatal and postnatal care. The number of 
patients available to keep obstetricians and midwives busy is, 
however, slowly diminishing, because of the preference of 
women for hospital delivery. This type of delivery is much 





594 FOREIGN LETTERS 


more expensive, and the increased cost falls on the public purse. 
An average list of 2,500 patients under the care of a general 
practitioner will include only about 40 deliveries a year. Of 
these half will be in a hospital, and some of the remainder will 
be attended only by midwives. 

Dr. Ivor Cookson of Gloucester has published in the British 
Medical Journal of April 10, 1954, a survey of this problem. 
His purpose was to find how to select patients for hospital de- 
livery so that the remainder could be delivered at home in 
reasonable safety. Beside the well-recognized indications for 
hospital confinement, he found from experience that premature 
delivery, breech delivery, and multiple births involve too high 
a rate of fetal loss to be acceptable for delivery at home, but 
he believes that normal and not too elderly primigravidas need 
not be sent to a hospital or transferred there unless labor is 
prolonged beyond 24 hours. He believes in the prophylactic use 
of ergometrine intravenously at the end of the second stage 
of labor in order to minimize the risk of postpartum hemor- 
rhage following forceps delivery or precipitate labor or in 
women of high parity. He maintains that it is equally applicable 
for domiciliary practice as for use in a hospital. With proper 
safeguards, he considers manual removal of a retained placenta 
an operation that may now safely be performed in the home 
and that the modern physician, being well trained in the use of 
the intravenous drip, could institute this treatment if necessary 
while waiting for the flying squad. These patients do better if 
not rushed to the hospital; treatment should be brought to them. 

Physicians are not sufficiently willing to perform episiotomy. 
They are still too prone to risk the occurrence of a tear that 
may or may not be sutured. The use of local anesthesia could 
also be made more the rule than the exception. The criterion 
of attendance expected by the Ministry on a parturient woman 
is woefully insufficient. A minimum of two antenatal attend- 
ances is quite inadequate to permit a physician to recognize 
and forestall the more important abnormalities such as toxemia, 
anemia, and malpresentation. During labor many unforeseen 
complications arise that might be prevented or minimized by 
the attentions of a qualified physician. Arrangements must be 
made whereby the general practitioner who engages in obstetrics 
has a large enough practice to develop and maintain a high 
degree of technical skill. Means must also be found whereby a 
physician is always on call for an emergency. 


FINLAND 


Antistreptolysin Titer—Dr. Ole Wasz-Hockert and Dr. Olof 
Widholm reported on tests they carried out to ascertain the 
behavior of the antistreptolysin titer in the various patients of 
the University Children’s Hospital in Helsingfors (Nord. med. 
[Dec. 3] 1953, p. 1665). Hitherto most such investigations have 
dealt with adults or children of school age, but this investiga- 
tion is concerned with 500 children treated in this hospital in 
1949 and 1950. In 409 cases, the children had a variety of mor- 
bid conditions such as bronchitis and rheumatic fever; the other 
91, who had slight psychic disturbances or conditions requiring 
surgical treatment and not representing any infection, served as 
controls. The streptolysin titer was examined at the University 
Sero-Bacteriological Institute in Helsingfors, and a titer greater 
than 1:200 was regarded as abnormally high. In more than half 
the patients with throat infections, the titer was abnormally high, 
in several cases over 1:600. Among the patients with respira- 
tory infections, the titer was abnormally high in only 25%. 
There was no great difference in the titers of patients with acute 
or chronic infections. In only 4 of 51 patients with respiratory 
infection was the titer over 1:600. Infections of the urinary tract 
such as nephritis often caused high titers, and this was also the 
case with the rheumatic diseases, rheumatic fever in particular 
showing a high titer that, in 11 of 30 patients, was over 1:600. 
In 10 of 25 patients with rheumatic myocarditis and endo- 
carditis, a titer of over 1:600 was found. Among the controls, 
on the other hand, the streptolysin titer was oftener within 
normal limits, and in only 14 of the 91 patients in this group 
was a titer of over 1:200 found. This ratio (15.4%) corresponds 
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approximately to Oker-Blom’s finding (18%) in 1950 with re- 
gard to normal adult controls. In the present material the pro- 
portion with abnormally high titers among the 91 noninfected 
children, is in marked contrast to the 43% with high titers among 
the 409 children with some form of infection. Although this 
investigation stresses the importance of streptococcic infections 
in a children’s hospital, particularly with regard to infections 
of the throat and kidneys as well as the rheumatic diseases, the 
behavior of the streptolysin titer was not consistently abnormal 
in any of the different groups of infections. The 43% with in- 
creased titers in the groups with infection was arrived at after 
the exclusion of 140 patients with diarrhea, only 11% of whom 
had titers equal to or over 1:200. 


Cortisone and Corticotropin (ACTH) for Rheumatic Fever.— 
At the Turku University Hospital in Aabo, Dr. L. Kalliomiki 
and Dr. M. Oka compared the behavior of rheumatic fever (as 
judged by the sedimentation rate and temperature) in patients 
treated with salicylic acid and aminopyrine and in those treated 
with cortisone and corticotropin (ACTH) (Nord. med. [Feb. 25] 
1954, p. 297). The 22 patients treated in 1949 and 1950 were 
given the former and served as controls for the 19 patients 
treated in 1952 and 1953 who were given cortisone or corti- 
cotropin. No great difference could be found in the sedimenta- 
tion rate and axillary temperature in the two groups of patients. 
These findings may be in marked contrast to those of other 
workers in the same field, as many findings lose much of their 
force for want of proper controls. 


FRANCE 


Electrokinesia.—H. Biancani has reported a new electrothera- 
peutic technique to the National Academy of Medicine. The 
hands are used as electrodes and as an instrument of perception 
at the same time. They are protected by an isolating glove 
supplied with another metallic glove. Both these gloves are 
covered with a third glove of a very soft tissue that can be 
soaked with various salt solutions and that will transmit the 
current into the patient’s body without damaging the tissues. 
By using the manual electrodes, a series of electrical and me- 
chanical stimuli can be given simultaneously and the reactions 
of the patient observed. The intensity of the current that thus 
passes into the subject can be observed and adjusted to his reac- 
tions. The authors claim the following advantages for this new 
procedure: 1. Direct stimuli and reflexes can be produced. 
2. The reactions of the patient to mechanical and electrical 
stimuli can be observed during the whole period of treatment. 
3. The intensity and the frequency of these stimuli can be 
regulated according to the number of reactions observed. The 
author makes use of this new method in the diagnosis and the 
treatment of motor, sensory, trophic, and circulatory disorders. 


Cortisone and Corticotropin (ACTH) in Pulmonary Tubercu- 
losis.—-At a meeting of the Medical Society of Paris Hospitals 
in February, H. B. Klotz and his co-workers reported two cases 
of tuberculosis treated with corticotropin (ACTH) and cortisone 
respectively. Good results were obtained with both. Both pa- 
tients, one of whom had been quite ill with a temperature of 
102.2 F for many weeks and had failed to respond to any of 
the antibiotics, became afebrile after a few days of hormonal 
treatment. During treatment they both became responsive to 
antibiotics. The authors ask whether we should not reconsider 
the general prescription of cortisone and corticotropin for 
patients with pulmonary tuberculosis. 


Fecundation in Vitro.—After several attempts, it was generally 
assumed that the fecundation in vitro of mammalian ova was 
impossible. Experiments such as those of M. C. Chang and 
C. R. Austin have shown that maturation of the spermatozoa 
in vivo in the genital tract of the female before the process of 
fecundation is necessary. L. Dauzier and co-workers have tried 
to condition the spermatozoa of rabbits in vitro for fecundation. 
The experiment was done at a temperature of 100.4 to 102.2 
F to avoid parthenogenetic activation of the ova. Several 
techniques were used with different results. Spermatozoa incu- 
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bated for 90 minutes preceding the fecundation in a uterus and 
fallopian tubes maintained in sodium chloride solution accord- 
ing to the current method has resulted in only one fecundation. 
On the other hand, a negative result was observed when ovo- 
cytes are left in an isolated oviduct maintained in vitro and 
freshly ejaculated spermatozoa were introduced a few hours 
later. Negative results were also obtained when the ovocytes, 
maintained in sodium chloride solution, were introduced into 
the genital tract of a female rabbit in which spermatozoa had 
been deposited by normal copulation while the animal was 
still living 12 hours before the experiment. The segmentation 
of a large number of ovocytes has at last been accomplished. 
Spermatozoa were added to ovocytes maintained in Locke’s 
solution. These spermatozoa were obtained by perfusion of the 
genital tract of a rabbit that had copulated normally 12 hours 
earlier. A minute histological study permitted observation of 
the whole process of ovulation. The authors reported these 
studies at the meeting of the Academy of Sciences in February. 


Meeting in Casablanca.—Prof. L. Saye of Barcelona spoke 
about “the intensive vaccination with the dry or freshly kept 
BCG per os.” He found that the best protection against reinfec- 
tion was to perform successive revaccination. Desensitization 
depends on the dosage of BCG and the frequency of revaccina- 
tion, The more a group of subjects is revaccinated the quicker 
the number of positive tuberculin reactions is reduced. There 
is no difference between the results of vaccination with the dry 
BCG or the fresh vaccine prepared in the Pasteur Institute. 
Prof. Levi Valensi and his co-workers studied the blood dis- 
orders in 48 patients treated with isoniazid. A slight hypoco- 
agulability was observed as an isolated finding in five of these. 
The authors advocate discontinuing this form of medication 
before any surgical intervention. Morere and his co-workers 
reported on three patients with neuropsychological disorders in 
the course of the treatment with isoniazid. In two the diagnosis 
was confirmed by electroencephalogram. The authors believe 
that isoniazid has an epileptogenic action. 


New Antibiotic Against Tuberculosis—At the meeting of the 
French Society of Tuberculosis in November, Duroux and his 
co-workers reported the results of their experimental and 
clinical studies of a chemical substance (G. 605) which is the 
product of condensation of isoniazid and the benzaldehyde 
of metasulfuric acid. The molecule of this new substance con- 
tains 45% of isoniazid. In vitro it inhibits the tubercle bacillus 
when grown on Dubois’ medium, and the product is added in 
a concentration of 0.05 mg. per liter. All mice inoculated with 
tubercule bacilli and treated with this new substance in doses 
of 0.1 to 0.5 mg. survived. From a clinical point of view, this 
is a very good result. In widespread and advanced forms of the 
disease, excellent results from a roentgenographic point of view 
have been noted in 68% of those in whom it has been tried. 
This substance is well tolerated in doses of 4 to 8 gm. a day. 


Mutation of Proteus Vulgaris into Proteus X.—At a meeting 
of the Academy of Science in February, J. Laigret and his co- 
workers demonstrated for the first time the antigenic specificity 
of the Weil-Felix reaction. They grew a culture of Rickettsia 
typhi in a chick embryo and also inoculated the peritoneum of 
two rats with the same organism. Four days later, the rats were 
febrile. They then inoculated the embryo with a culture of 
Proteus vulgaris unagglutinable by anti-OX19 serum. On the 
next day, a drop of yolk was taken from the inoculated egg, 
and cultured on agar in order to recover P. vulgaris. P. vulgaris 
gave a positive agglutination while, the original P. vulgaris 
remained nonagglutinable. Thus within 24 hours by contact 
with Rickettsia the P. vulgaris was transformed into the spe- 
cifically agglutinable Proteus X. In spite of many cultivations 
the rate of agglutinability in a dilution of 1:1,280 did not 
change. 


Acrocyanosis.—At a meeting of the National Academy of 
Medicine, Prof. Etienne Boltanski stated that acrocyanosis is 
frequently seen in patients suffering from myxedema and de- 
layed puberty due to hypogonadism in both sexes. It may also 
be associated with spasmophilia. The author believes that both 


FOREIGN LETTERS 595 


conditions are favorable to intestinal parasitosis. Acrocyanosis 
favors allergic manifestations. In spasmophilia not associated 
with acrocyanosis, such allergic manifestations as urticaria, 
Quincke’s edema, etc. are seen. In that associated with acro- 
cyanosis, asthma and other visceral forms of allergy are seen. 
A frequent complication of acrocyanosis is purpura. The author 
has observed hypocoagulability in these patients. He agrees 
with May and Layani that acrocyanotic boys are dolicho- 
morphic and acrocyanotic girls are brachymorphic. Such pa- 
tients are inhibited, emotional, and introspective. 


Arginine in Masculine Infertility. —At a meeting of the French 
Society of Therapeutics and Pharmacodynamics on June 17, 
1953, I. C. L. Garrigues of Marseille reported the part played 
by arginine in creatinogenesis, ureogenesis, nucleoprotein syn- 
thesis, the prevention of toxic nephritis in various disorders of 
growth, and chiefly in the treatment of male infertility. He has 
given this amino acid orally or intramuscularly to 15 men who 
are sterile. He gives it in 5 cc. amounts of apyrogenic physio- 
logical serum over a period of three to five weeks. In all the 
patients, a marked increase in the number of spermatozoa could 
be observed. This increase partly depends on the total dose of 
arginine. At the same time, a qualitative improvement of the 
spermatozoa has been noted. Further experiments to establish 
the proper dosage and length of treatment are being carried on. 


Transverse Tomography.—Because of technical difficulties, 
transverse tomography has not been widely used. At a meeting 
of the Infantile Pneumo-Phthisiology Congress, G. Roche and 
L. Laurent reported an increasing use of this method in the 
roentgenographic examination of children. This method shows 
in cross section both lungs and the mediastinum. In patients 
with tuberculosis, mediastinal lesions appear as ovoid or round 
homogeneous opacities with regular contours. The right lateral 
mediastinal adenopathies, which are hardly visible in profile 
roentgenograms, are clearly demonstrated by the new tech- 
nique. This method gives precise localization of lesion and a 
better image of cavities than that produced by frontal and 
profile tomograms. 


Death of Dr. Tzanck.—Dr. Arnault Tzanck, who published 
numerous articles on dermatology and initiated the transfusion 
center of St. Antoine, died in Paris recently. He organized the 
French blood transfusion service and published the regulations 
by which it operates. Among other things, he was an accom- 
plished musician and founder of a school of dermatology. 


New Surgical Center.—A center for experimental surgery in- 
cluding a research laboratory was opened in October, 1953, at 
Strasbourg. Lectures will be given under the direction of Pro- 
fessors Fontaine and Weiss, and the center will be furnished 
with the most up-to-date equipment. 


SWITZERLAND 


Cortisone and Corticotropin (ACTH).—Prof. L. Heilmeyer 
(Méd. et hyg. 12:115-117 [April 1] 1954) showed that an in- 
crease in the production of adrenal hormones is essential to an 
increased resistance to bacterial toxins. He states that chemo- 
therapy may be useless or even dangerous, as long as the adrenal 
glands are not injured, because the inhibition of the normal 
tissue reaction diminishes the resistance to infection. One must 
then use cortisone and not corticotropin (ACTH). The main 
indication for such substitution therapy is the Waterhouse- 
Friderichsen syndrome, which consists of a massive destruc- 
tion of the adrenal cortex following septicemia. Next come the 
infectious diseases with their high production of toxins. One of 
the best examples is diphtheria. The high antitoxic value of 
glucocorticoids is also shown by the remedial action of corti- 
sone in patients with severe burns. They are also indicated in 
the treatment of patients with dysentery, typhoid, exanthematous 
typhus, and meningococcemia. Heilmeyer also showed that, 
during the evolution of an infection, mesenchymatous reactions 
may predominate. In this case, the body suffers more from the 
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exaggeration of its own reactions than from the pathogen. These 
reactions represent the “hyperergic” phases of Roessle. They are 
found either at the stage of generalization of the infection or at 
the stage of sensitization, after the healing of the infection. This 
is specially seen in the streptococcic infection, but can be seen 
also in dysentery, tuberculosis, brucellosis, etc. The use of cor- 
tisone is indicated for this sensitization following infections and 
characterized by rheumatoid manifestations. In treating these 
infections, the hormones should be used only in conjunction 
with the appropriate antibiotics. 


Clinical Trials with Electrocortine.—The new hormone electro- 
cortine is extremely difficult to extract from the adrenal cortex. 
Professor Mach, of Geneva, reported a preliminary study of its 
use (Schweiz. med. Wchnschr. 84:407-415 [April 10] 1954) on 
two patients with Addison’s disease. In the first patient, he 
stopped treatment with desoxycorticosterone and gave electro- 
cortine. In the second patient who had been admitted to the 
hospital for a new implant of desoxycorticosterone, the author 
could follow the effects of electrocortine on a state of adrenal 
insufficiency of several weeks duration. This new hormone re- 
lieves in a few hours the clinical manifestations and the electro- 
lytic imbalance of these patients and can keep patients suffering 
from an adrenal insufficiency alive. The dose for a patient 
weighing 60 kg. is between 150 and 200 mcg. As 2 to 6 mg. of 
-desoxycorticosterone are needed to maintain a patient with 
Addison’s disease in electrolyte balance, it is seen that electro- 
cortine is 20 to 30 times more efficient than desoxycorticoster- 
one. There are also qualitative differences between the two 
drugs. Electrocortine does not cause hypertension or water re- 
tention, and it suppresses the hypoglycemia of patients with 
Addison’s disease. 

In one of his patients, Mach observed that electrocortine re- 
lieved arthralgia of the knees that had appeared at the same 
time as adrenal insufficiency and that was not relieved by desoxy- 
corticosterone, but only by cortisone. In this respect electro- 
‘cortine appears to be similar to cortisone. 


Professor Waldenstrém in Switzerland.—During a series of lec- 
tures in Basle, Bern, Zurich, and Geneva in February, 1954, 
Professor Waldenstrém, head of the medical clinic of the 
Malm6 University (Sweden), reported on the experimental and 
clinical aspects of dysproteinemia. He described patients having 
a tendency to severe repeated infections. The electrophoretic 
examination of the serum of these persons shows a complete 
absence of gamma globulin. Professor Loeffler, of Zurich, had 
previously described a patient with leukemia in whom gamma 
globulin was absent. This patient had had several severe infec- 
tions. Waldenstrém then discussed the clinical findings in two 
syndromes to which his name is attached—hyperglobulinemic 
purpura and macroglobulinemia. In the latter, the clinical find- 
ings resemble those of multiple myeloma but do not include 
alterations in the marrow or in the bones. No treatment for 
this disease is known. With regard to hyperglobinemic purpura, 
its cause and pathogenesis are not clear. It is sometimes asso- 
ciated with generalized sarcoidosis (Besnier-Boeck-Schaumann 
disease). 


TURKEY 


Leukemoid Reaction in Agranulocytosis.—In the Bulletin of 
the Turkish Medical Society, vol. 17, no. 2, Prof. Miifide Kiiley 
of Istanbul and her associates described a case of agranulo- 
cytosis. The patient, a 61-year-old widow, had chronic arthritis 
that began 25 years before admission. It followed a septic sore 
throat. Sulfonamides, extraction of teeth, and tonsillectomy had 
not benefited the patient, and her condition gradually worsened. 
Joint deformity and inability to move developed, and arthritic 
pains and a slight fever persisted. On admission to the hospital, 
the woman was weak, anemic, and febrile and complained of 
pains in the joints, diarrhea, insomnia, loss of appetite, and 
inability to move. Her abdomen was soft and tender, and her 
right kidney had descended and could be easily palpated. Radio- 
logical examination revealed atony of the digestive organs. 
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The erythrocyte count was 1,850,000; the leukocyte count 
was 1,400; the thrombocyte count was 147,000; the hemoglobin 
level was 30%; and the differential count showed 78% lympho- 
cytes, 14% large monocytes, 6% polymorphonuclear neutrophils, 
1% eosinophils, and 1% transitional cells. The sedimentation 
rate was elevated. Blood cultures were negative. The myelogram 
revealed 59% large monocytes, 21% pale cells with a peroxidase 
reaction, 6.5% polymorphonuclear neutrophils, 5.5% reticulo- 
cytes, 5% metamyelocytes, 1.5% transitional cells, 1 % lympho- 
cytes, and 0.5% myelocytes. The patient was given 500,000 units 
of penicillin, iron, and liver extract daily and a 250 cc. of blood 
transfusion. Five days later the myelogram showed 38% myelo- 
blasts, 34% monocytes, 15% orthochromatic erythroblasts, 8% 
polymorphonuclear neutrophils, and 5% polychromatic erythro- 
blasts. The erythrocyte count was 2,360,000; the leukocyte 
count was 1,300; and the hemoglobin level was 44%. Another 
blood transfusion was given. Within two days the erythrocyte 
count had increased to 2,880,000, and the leukocyte count had 
decreased to 900. The myelogram revealed 60% micromyelo- 
blasts, 38% phantom corpuscles, 1% transitional cell, and 1% 
orthochromatic erythroblasts. After another blood transfusion, 
the leukocyte count increased to 2,100 and a slight increase in 
myeloblasts was also observed. Five days later the patient was 
given a sternal injection of 20 cc. of blood obtained from the 
marrow of her daughter, and a slight increase in hemoglobin 
resulted, but the blood cell count and the myelogram remained 
unchanged. The patient, whose fever and diarrhea continued, 
was then given a daily dose of 1 to 1.25 gm. of chlortetracycline 
(Aureomycin) and vitamin B, but these had no effect. After the 
fifth blood transfusion, the myelogram revealed a few more 
plasma cells, a large number of micromyeloblasts, and a few 
more monocytes and myelocytes. During the next 29 days the 
patient received two more blood transfusions; the erythrocytes, 
leukocytes, and hemoglobin level increased slightly. Small ulcers 
appeared on the buccal mucosa, swallowing became difficult, 
nausea and vomiting occurred, and within the next 15 days the 
patient was given several more transfusions resulting in a slight 
increase in myeloblasts and myelocytes for a few days. A liver 
biopsy was performed. The patient died the next day. 


Autopsy revealed osteoporosis and infiltration of the bone 
marrow with large and small atypical myelocytes, a soft swol- 
len spleen, fatty metamorphosis and diffuse cellular infiltration 
of the liver, perigastric and pancreatic hyperplasia, hyperemia 
of the lungs, enlarged lymph nodes at the bifurcation of the 
trachea, calcified pulmonary tubercules, verrucous valvular 
endocarditis, a pseudomelanotic purulent ulcer at the termina- 
tion of the large intestine, and anemic kidneys. 


Q Fever.—In 1948, Q fever was found to be widely dispersed 
in parts of Turkey when complement fixation of 32 specimens 
of blood serum obtained from patients with pneumonitis and 
from many different kinds of animals gave positive reactions. 
That Q fever antigen had been obtained from goats imported 
from Turkey had previously been reported by the Rock Moun- 
tain Laboratory in Montana and by Cominopetros of Athens, 
Greece. In the Turkish Bulletin of Hygiene and Experimental 
Biology, vol. 13, no. 2, Attila and her associates reported the 
results of their investigations. The method employed was that 
outlined by the World Health Organization that supplied the 
antigen and the positive control serum. The Kolmer test method 
was employed for the hemolysin and complement fixation tests. 
Of a total of 506 specimens of serum, 120 were positive, 288 
negative, and 98 anticomplementary. Of 208 specimens of cattle 
serum, 53 were positive and 155 negative; of 148 specimens of 
sheep serum, 38 were positive and 110 negative; of 12i from 
goats, 8 were positive, 15 negative, and 98 anticomplementary; 
of 21 from guinea pigs, 15 were positive and 6 negative; of 4 
from dogs, 3 were positive and one was negative; and of 4 
specimens of human sertim, 3 were positive and one was nega- 
tive. Of 456 specimens from stock farms, ranges, and farms 
in widely separated localities 76 were positive at a titer of 1:16. 
In one rural community, 90% of the sheep and goats that 
aborted had positive reactions. Investigation of the milk from 
animals with positive reactions revealed the presence of 
Rickettsia. 
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CORRESPONDENCE 


SEPTIC ARTHRITIS AFTER INTRA-ARTICULAR 
INJECTION OF HYDROCORTISONE 

To the Editor:—An article by Hollander likens the intra-articular 
injection of hydrocortisone in its simplicity to a venipuncture 
(Ann. Int. Med. 39:735 |Oct.] 1953). He outlines his technique 
for injection into a joint and advocates ordinary aseptic pre- 
cautions without the use of gloves and without draping the site. 
1 feel it imperative to call attention to six cases of septic 
arthritis that occurred after precisely this technique was followed 
by several physicians. 

It is important to recognize that the joints into which these 
injections are given are not normal joints and that their re- 
sistance to infection is considerably lowered by the disease 
process and the attendant circulatory impairment. The penalties 
for enthusiastic welcome of new drugs and their administration 
manifest themselves in proportion to their popular use. Side- 
effects, sensitivities, and other complications soon are appreci- 
ated, and their wholehearted initial acceptance is counter- 
balanced. The availability of a drug that affords a positive 
approach in the form of an injection into a joint for the treat- 
ment of arthritis is rapidly being accepted by many practicing 
physicians without due appreciation of the danger involved in 
transmitting infection into a joint. 

In the past few months, I have seen six infected joints in 
consultation. In each instance, the patient had received intra- 
articular injections, and the infection could be attributed to 
these. Four cases of infected knee joints and two cases of hip 
joint involvement were observed and treated. 

The diagnosis of infection is made on the basis of pain, fever, 
malaise, capsular distention, and limitation of joint motion. All 
of these symptoms are increasingly severe in proportion to the 
duration of the infection. The diagnosis is confirmed by immedi- 
ate aspiration and gross inspection of the aspirated material. The 
material is smeared, cultured, and subjected to sensitivity tests 
regardless of whether it resembles pus. The treatment, regard- 
less of the gross appearance of the aspirated material, is im- 
mediate instillation into the joint of 300,000 units of aqueous 
penicillin sodium diluted in 10 cc. of isotonic sodium chloride 
solution. If the aspirated material is thick, tenacious, and floc- 
culent, the joint should be washed with copious amounts of 
sterile isotonic sodium chloride solution before the instillation 
of the penicillin. 

In addition, 300,000 units of procaine penicillin G (Crys- 
ticillin) combined with 0.5 gm. of dihydrostreptomycin is 
given intramuscularly every four to six hours. If the hip is 
involved, the extremity is placed in traction; if the knee is in- 
volved, the extremity is placed in a plaster of paris half shell. 
This makes for greater comfort for the patient. The entire pro- 
cedure is repeated daily until the fever subsides, excessive joint 
fluid does not recur, and a sterile culture of the aspirated material 
is obtained. The antibiotics are given parenterally for an addi- 
tional 7 to 10 days. Even in those cases in which the bacteria 
was only mildly sensitive or even resistant to penicillin, this 
drug was instilled into the joint. The antibiotic given parenterally 
was varied according to the sensitivity of the organism. When 
the fever has subsided and the material from daily aspiration has 
become sterile, active motion is begun in the extremity within 
the range of painless motion. Careful roentgen examination to 
determine the extent of the articular destruction is then done. 
This method of treatment is not advocated to the exclusion of 
surgical drainage when the latter is indicated, even though it 
has been successful in eradicating infection in five of the six 
lesions so treated. The sixth infection was surgie¢ally drained. 


The procedure of intra-articular injection should be given the 
careful consideration that any office surgical procedure deserves. 
This means shaving the area of injection widely, washing it 
thoroughly with germicidal soap or detergent, and applying a 
Suitable surgical paint. The area should be draped with sterile 


linen. Sterile gloves and an autoclaved syringe and needle should 
be used for the injection. Early recognition of a septic joint and 
prompt treatment will minimize residuals. Prevention of infec- 
tion will eliminate them. 
RICHARD KapLan, M.D. 
Medical Tower 
255 S. 17th St. 
Philadelphia 3. 


INJURIES OF THE CHEST WALL 


To the Editor:—Reference is made to articles in THE JOURNAL 
of March 13, 1954, relating to thoracic injuries and more par- 
ticularly to that of D. L. Paulson entitled “Injuries of the Chest 
Wall.” The commonest injury to the chest was not mentioned 
in this article or in similar articles in recent years. I have seen 
no reference to the painful syndrome that is best put in a cate- 
gory called contusion of the chest wall. Although not a threat 
to life, such injuries are very common, cause much pain and 
fear, and are usually inadequately treated. As seen in industrial 
practice the patient has fallen against a sharp or blunt object, 
struck a steering wheel, caught a heavy box against the chest, 
etc. Similar injuries occur in the home and, of course, very 
often in front seat injuries in accidents in the personal motor 
car. The accidental incident may cause much, little, or nearly 
no pain; there may be visible evidence of a bruise or no mark 
at all. Pain may last a day or two at the site, at anterior or 
posterior ends of the ribs or at costochondral junctions. Roent- 
genograms of ribs at the time and subsequently show no 
fracture. 

In almost every instance, pain fades in a day or two but re- 
turns to an alarming extent five to eight days later. It is this 
delayed exacerbation that elicits alarm, loss of sleep, and numer- 
ous unnecessary roentgenologic examinations. Thereafter, pain 
continues troublesome for three to five days and gradually dis- 
appears. Examination at this time fails to show fever, crepita- 
tion, or pleural rub. Treatment is by analgesics, rib belt, and 
reassurance through explanation of the phenomenon. Much 
needless alarm can be allayed if the physician forcefully re- 
minds the patient examined shortly after minor chest injury that 
he is to expect sharp exacerbation of pain in the period five to 
eight days after trauma. This applies to surprisingly trivial as 
well as to more violent contusions of the chest wall. The exact 
cause of the sharp, subjective distress is not apparent. I explain 
it on the basis of constant respiratory motion and delayed inter- 
costal muscle protective splinting, but this in no way explains 
the predictable calendar delay of five to six days. 


Forrest E. Rieke, M.D. 
210 N. E. Oregon St., Portland 14, Ore. 


CARRYING STERILE SYRINGES 
To the Editor:—I have devised a simple way of carrying a 
small sterile hypodermic syringe with a needle % in. long or 
less. I put a pledget of absorbent cotton in the bottom of a 
test tube (13 mm. inside diameter and 7.5 to 9 cm. long), and 
then I put a few drops of alcohol or other sterilizing solution 
on the cotton. Next, I put a smaller cotton pledget in the rubber 
bulb of a medicine dropper, saturate it with the same sterilizing 
solution, and push this bulb into the bottom of the test tube. 
The needle (attached to the syringe) and part of its hub are 
inserted into the rubber bulb; the needle should be twisted a 
little as it enters. If the test tube is to meet with hard usage, 
a turn or two of cellophane (Scotch) tape around its open end 
wiH help to prevent breakage. This method is a good supplement 
to some of the commercial devices. It could be used to advantage 
in some hospitals. 

Omar C. Amstutz, M.D. 

Colonial Hotel Bidg. 

Irvine, Ky. 
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MEDICAL ASSOCIATION PARTICIPATION IN 
SOLVING SCHOOL HEALTH PROBLEMS 


Donald A. Dukelow, M.D. 
and 
Fred V. Hein, Ph.D., Chicago 


SCHOOL HEALTH AS A STATE MEDICAL 
ASSOCIATION ACTIVITY 


The nature of the relationships of local medical societies to 
other community groups concerned with child health is deter- 
mined largely by the leadership that state medical associations 
provide. Practicing physicians initiate these community relation- 
ships and determine policies concerning them, but it is the medi- 
cal society staff that must perform the many administrative 
duties that make these policies effective. Continuity is essential 
to effective long-term action by the profession in the community. 

The school health program is of great importance to phy- 
sicians and their medical societies because it reaches all of the 
future citizens of the community during the formative years of 
their lives. Its success depends on cooperative relationships 
among practicing physicians and dentists, the several professions 
in public health and education, voluntary health agencies, and 
the organizations representing parents of school-age children. 
Practicing physicians and their medical societies have provided 
effective leadership in many communities in the solution of 
school health problems. In such places they aid in the estab- 
lishment of mutually acceptable policies and principles as well 
as improved interprofessional relations and public relations in 
the community. In other communities, for one reason or another, 
neither practicing physicians nor medical societies have been 
involved in school health activities. In such instances education 
and public health agencies have had to assume complete re- 
sponsibility for the school health program. As a result lack 
of understanding has frequently developed, practices unaccept- 
able to the medical profession have sometimes been instituted, 
and valuable public relations opportunities have been lost. 

The creation of the Joint Committee on Health Problems 
in Education of the National Education Association and the 
American Medical Association in 1911 was the first positive 
effort in an increasing A. M. A. interest in the school health 
program. A significant part of the work of the Bureau of Health 
Education, also created in 1911, has always been in this field. 
Since 1918 there has been a close liaison between the American 
Medical Association and the National Congress of Parents and 
Teachers and, more recently, with other groups interested in 
school health. Hygeia, the health magazine, started in 1923, and 
its successor Today’s Health have continuously promoted physi- 
cian participation in the school health program. The most exten- 
sive of the school health activities of the American Medical 
Association was the creation of the Fitness Division in the 
Bureau of Health Education in 1946, to be concerned chiefly 
with such problems, and employment of a professional consulta- 
tion staff consisting of a physician and an educator. 

To learn the nature and extent of state medical association 
activities in school health, the Health and Fitness Division of 
the Bureau of Health Education of the American Medical 
Association conducted a questionnaire survey during 1953. 
This report summarizes the returns from 41 states and the 
District of Columbia, received before the end of 1953. Of 
the 42 questionnaires returned, 26 were relatively complete, 
6 provided only partial answers, and 10 furnished what infor- 
mation was available by letter. Executive secretaries of state 
medical associations completed 29 of the questionnaires, com- 
mittee chairman or other association officers 10, and physicians 
in state health departments 3. 


SCHOOL HEALTH COMMITTEES IN STATE 
MEDICAL ASSOCIATIONS 


In answer to the question: “Do you have a committee of the 
association concerned in any way with the school health pro- 





Consultants, Health and Fitness Division, Bureau of Health Education. 
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gram ...,” 32 replied that they had such a committee. Of these 
committees 14 were concerned exclusively with school health 
and their names included the words “school health.” For 17, 
school health was one among several responsibilities of the 
committee. Among them the terms “child health,” “public 
health,” and “education” predominated. Two states indicated 
that school health problems were. distributed to standing com- 
mittees on medical specialties according to the nature of the 
problem. 

The number of times that a medical society committee meets 
each year suggests the importance of the committee’s work in 
the society’s program. Four met five or more times, two met 
four times, six met three times, and three met “once or twice” 
during the preceding year. One had met “several” times, two 
had met but did not state how often, and two had not met during 
the year. 

In an attempt to relate the school health activities of state 
medical associations to the interest of the American Medical 
Association in this field the question “When was the committee 
first appointed?” was included in the questionnaire. Five of the 
state medical associations reported the date of origin of a 
committee on school health as prior to 1945, specifying 1919, 
1927, 1930, 1936, and 1939. Three committees were appointed 
by state associations in the period 1945 to 1949. Since 1949 we 
find two committees created in 1950, four in 1951, five in 1952, 
and one in 1953. Other associations gave no information on 
the date of organization of their committee. 


Membership of School Health Committees —The number of 
members on committees concerned with school health in state 
associations varies widely; however, committees with six or 


Terms of Appointments of School Health Committees 
as Indicated by Questionnaire 


Number of Committees Reporting 
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more members seem to predominate. Interest is the determin- 
ing factor in the appointment of physicians to state medical 
association committees concerned with school health. These 
characteristics were listed as determining appointment: unusual 
interest in schools, 14; unusual interest in children, 14; school 
health experience, 11; qualification in a specialty, 9; board of 
education member, 3; member’s own request, 3; experience on 
a similar committee, 1; interest in health education, 1; interest 
in improving medical care, 1; president’s opinion of compe- 
tence, 1; and quality of activities in other areas, 1. 

The term of membership on the committee and the term of 
office of the chairman influence a committee’s activities. A new 
committee appointed by each new administration causes a lack 
of continuity that destroys interest. An indefinite appointment 
that leads to years of service may prevent bringing new atti- 
tudes into the committee and can lead to stereotyping of its 
program (see table). 

Functions of School Health Committees.—What does a school 
health committee do? Certain functions and policy-making 
procedures have come to be regarded as standard practice for 
school health committees in state medical associations. These 
were listed in the form of a check list of possible committee 
functions. These replies were given (in decreasing frequency): 
participated in a state school health committee or its equivalent, 
17; assisted in formulating procedures for referral of school 
children who appear to need medical attention through parents 
to family physicians, 16; participated in formulating recom- 
mendations for the control of communicable diseases in school 
children, including appropriate immunization procedures, 15; 
helped design standards and procedures for the medical exami- 
nation of school children, 15; cooperated in formulation of 
suggested procedures for a two-way exchange of information 
between school health personnel and the family physician con- 
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cerning the health of school children, 14; participated in the 
development of cumulative school health records adaptable to 
local needs, 13; participated in developing patterns for assuring 
needed medical care for school children whose families cannot 
afford to pay for services, 12; recommended standard procedures 
for the emergency care of accidents and sudden illness of chil- 
dren under school jurisdiction, 10; assisted in formulating 
policies for the health protection of participants in intramural 
and interschool sports, 9; assisted in training of teachers in 
health observation and screening procedures for school chil- 
dren, 8; made recommendations on the use of appropriate tuber- 
culosis case-finding procedures for school children, 8; assisted 
in development of standards for preemployment and periodic 
health certification of school personnel, including teaching, ad- 
ministrative, custodial, and service personnel, 7; and aided in 
the formulation of plans for assignment of pupils to varied 
programs in physical education on a basis of individual need, 3. 

A number of activities that had not been listed in the ques- 
tionnaire were added by those answering. One state pointed 
out that all of the items mentioned in the questionnaire had 
been worked out with the department of education as early 
as 1938. Others included (1) cooperation in development of 
a health education curriculum in the state’s teacher education 
institutions, (2) assistance in formulating procedures for screen- 
ing tests of vision and hearing, (3) advice on guidance techniques 
and procedures, (4) advice on care for exceptional (handicapped) 
children, (5) participation in the promotion of legislation re- 
quiring x-ray examination of school personnel every three years, 
(6) assistance in first aid and disaster training for pupils and 
school personnel, (7) help in development of interest in school 
health through periodic school health conferences, (8) improve- 
ment of school-physician relations, (9) promotion of school 
health activities through parent-teacher associations, (10) par- 
ticipation in organization of health councils and school health 
committees, (11) promotion of school health in rural health 
conferences, (12) participation in university health education 
workshops, (13) standardization of examinations of well chil- 
dren by private physicians, (14) development with the depart- 
ment of education of a manual on school health, (15) provision 
of hearing aids, (16) direction of a goiter survey, (17) aid in 
development of a school health council, (18) administration of 
otological examinations to school children, (19) promotion of 
audiometric testing of school children, (20) cooperation with 
the joint committee of the state department of education and 
the state department of health on health education and health 
examinations, (21) study of the school and preschool health 
examinations program, (22) development of a form for record- 
ing the physician’s findings during examination of school chil- 
dren, (23) assistance in the development of health records for 
individual schools, and (24) assistance in revising unsatisfactory 
school health manual and health records. 


MEDICAL SOCIETY ASSISTANCE IN THE SCHOOL 
HEALTH PROGRAM 

Frequently a state or local medical society is called upon 
to consult with the health department, the education depart- 
ment, a specific school, or some other agency concerned with 
child health regarding the establishment of a school health 
program or the solution of some school health problem. The 
question was asked: “If you have no committee concerned with 
school health problems, how are such problems handled, or to 
whom are they referred when education and public health seek 
agreement on policies?” In general, the answers indicated that 
such problems were referred to the medical society committee 
most closely related to them, such as the committee on immuni- 
zation, conservation of hearing, ophthalmology, or other of a 
similar specific nature. 

In answer to the more general question “What services does 
the state medical association provide to its component medical 
societies in respect to school health programs?” the commonest 
patterns specified were consultation from the school health 
committee of the state medical association, 17; referral to the 
State health department, 14; consultation from the state medical 
association staff, 10; referral to the state education department, 
9; referral to the American Medical Association, 6; and referral 
to individual physicians who serve as consultants on school 
health problems, 3. Some states replied that more than one 
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method was utilized, depending on the nature of the problem. 
Several channels of referral are therefore available in some 
states while others offer only one. One state relies on a policy 
of helping its component societies to create committees on 
school health capable of solving their own problems. 

Promotional and Public Relations Activities.—State medical 
associations that have become interested in the school health 
program haye used a number of educational, promotional, and 
public relations activities to encourage component societies to 
work constructively with education and public health in this 
area. A check list on the kinds of activities utilized for this 
purpose showed that 15 used articles in state and local medical 
journals, 14 used speakers from the state committee on school 
health, 12 offered help in establishing local school health com- 
mittees, 9 sponsored interprofessional conferences, 8 provided 
programs at meetings of county society officers, 6 provided 
programs at state meetings, and 6 issued promotional literature. 
Other associations distributed promotional letters to component 
society officers, informational material to schools and local 
societies, and conducted radio and television programs bearing 
on health problems of school-age children. Here, as in the 
previous instance, some of the state associations suggest that 
they employ a variety of activities for developing their relation- 
ships in school health. 

State Conferences on Physicians and Schools—The American 
Medical Association has held national conferences on physicians 
and schools in 1947, 1949, 1951 and 1953. In each instance, 
encouragement was given to state associations to sponsor similar 
conferences at the state level to bring to physicians within their 
respective states the same kind of information and stimulation 
provided by the national conferences at the national level. Such 
conferences may be sponsored by the state medical association 
itself or jointly with the state departments of health and edu- 
cation and other groups. In answer to questioning as to whether 
state-wide conferences held for consideration of school health 
problems had included representatives from education, public 
health, dentistry, and other appropriate groups, 15 states an- 
swered “yes,” and 14 answered “no.” 

Of the states giving an affirmative reply, Kansas and New 
York hold annual conferences; in New York they take place 
as the annual meeting of the School Physicians Association. 
Montana, Utah, and West Virginia have held more than one 
conference. One conference on physicians and schools was 
reported by Arkansas, Illinois, North Carolina, Ohio, Oklahoma, 
Oregon, Pennsylvania, Tennessee, and Wisconsin. Massachusetts 
served as host to a New England conference. After return of 
the questionnaires containing the statements of 17 state medical 
associations that they hope to have a future conference, the 
Bureau learned of conferences held or dates set by Ohio, North 
Carolina, Montana, California, Colorado, Rhode Island, South 
Dakota, Massachusetts, Minnesota, and Wisconsin. Wayne 
County and Detroit plan a local conference. Several states that 
have not had a conference are discussing the possibility of con- 
ducting one but to date have not formulated definite plans. This 
provides definite evidence of a growing interest in conferences 
on physicians and schools at the state level. 

A question relative to sponsorship of state conferences on 
physicians and schools gives further indication of a growing 
cooperative interest on the part of medical societies. Cooperative 
sponsorship by medical societies, health departments, and edu- 
cation departments is very common. Voluntary health agencies, 
dental societies, universities, and associations of school physi- 
cians also have participated in conference sponsorship. 


SUPPORTING INFORMATION FROM OTHER STUDIES 

These data from questionnaires completed by state medical 
associations check fairly well with other recent data on medical 
association activities that indicate an expanding interest in school 
health among state medical associations. 

In a questionnaire survey by the Bureau of Health Education 
in 1949,1 county medical societies were asked about their in- 
volvement in school health activities. Of the local medical 
societies answering the questionnaire, 35% stated that at that 
time they had a society committee devoted entirely or partly to 
problems of school health. In a 1953 questionnaire survey of 





1. Physician Participation in School Health Services, Bureau of Health 
Education, Chicago, American Medical Association, 1950. 
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medical society activities by the American Medical Association’s 
Public Relations Department,? “school health programs” were 
included in a check list of activities in which the medical society 
had recently engaged. Sixty-two per cent of all county societies 
checked “school health programs” as one of their activities. 
This suggests a substantial increase in the interest of county 
medical societies in school health activities. 

In the Public Relations Department survey 65% of the state 
associations checked “school health” as one of their recent 
activities without giving the details of their program. This com- 
pares exactly with the 65% of state associations that report some 
committee work on school health in this study. 


SUMMARY AND CONCLUSIONS 


There is evidence of increased interest and participation by 
medical societies in joint activity toward program planning and 
policy making in school health in cooperation with other pro- 
fessions concerned with the health problems of children of 
school age. The activities delineated by state medical associations 
as the programs of their school health committees should aid 
in the development of improved interprofessional relations as 
well as soundly conceived and executed programs of school 
health. State conferences involving physicians and the other pro- 
fessions concerned with the school health program appear to 
be increasing in number and in value to the participants. The 
responses to the questionnaire indicate that state medical associ- 
ations are becoming increasingly aware of the importance of the 
school health program among community health activities and 
the vital role that the private practitioner and his medical society 
can play in this program. 

2. Unpublished Survey, Department of Public Relations, American 
Medical Association, 1953. 
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A. M. A. POLICY ON VETERANS’ MEDICAL CARE 


This is the fourth in a series of articles concerning the 
A. M. A. position on medical care for veterans with non-service- 
connected disabilities. The third article appeared in THE JOURNAL, 
March 27, 1954, pages 1117-1118. The following is the text 
of an address presented at the New England Conference on 
Veterans Medical Care, Boston, Mass., March 28, 1954, by the 
editor-in-chief of the Norfolk Medical News, giving a local 
physician’s appraisal of the New England physicians’ attitude 
on VA medical care. 

Louis M. Orr, M.D., Chairman, 
Committee on Federal Medical Services. 


Medical Care for Veterans 
Carl Bearse, M.D., Boston 


Of the 162 Veterans Administration hospitals in the country, 
12 (7%) are in New England—6 in Massachusetts, 2 in Con- 
necticut, 1 in Maine, 1 in New Hampshire, 1 in Vermont, and 
1 in Rhode Island—and of the 119,555 beds in VA hospitals, 
7,558 (6%) are in New England. Of these, 2,341 are used for 
general medical and surgical care, 4,057 (almost twice as many) 
for neuropsychiatric treatment, and 998 for tubercular patients. 
The largest is the neuropsychiatric hospital in Bedford, Mass., 
with 1,700 beds. The smallest is the general hospital in Man- 
chester, N. H., with 150 beds. 


ORGANIZATION OF A VA HOSPITAL 


The largest of the general hospitals is at Jamaica Plain in 
Boston. It has a total of 940 beds; two-thirds of the beds are 
used for patients receiving general medical and surgical care 
and one-third for patients with neuropsychiatric disorders. One- 
third of the patients are referred from the regional VA office, 
one-third from private physicians, and one-third, in the words 
of the manager, “walked in.” Not all patients who request ad- 
mission or who are referred by physicians are accepted. For the 
year ending November, 1953, 9,852 patients were admitted, and 
almost one-half of that number, 4,313, were rejected. The 
hospital is staffed by 76 residents who are paid from $2,400 to 
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$3,000 a year. There are 35 full-time physicians and surgeons 
(exclusive of administrators); the top salary is $12,000, and to 
each salary classification is added 25% if the physician or sur- 
geon is a diplomate of a specialty board. (This 25% increase 
is paid even if the duties have nothing to do with the specialty.) 
There are 50 consultants and 25 attending physicians and sur- 
geons. Consultants are paid $50 a visit, attending physicians and 
surgeons $25. None of these can receive more than $6,000 a 
year. The average is $2,000. Up to $144,000 a year can be spent 
for the consulting and attending staff. These men are not clocked 
but usually put in one-half a day for their money. All full-time 
staff members—residents and consulting and attending staff— 
have to be approved by the Dean’s Committee. The hospital has 
250 nurses and 200 attendants, just about what they need. There 
are 18 women patients who formerly were nurses or WAACs. No 
patients are admitted for obstetric care. Patients seeking work- 
men’s compensation payments are admitted if they apply. The 
hospital is reimbursed by some insurance companies, although 
not by Blue Shield. Bills in the amount of $370,000 to $380,000 
have been sent to insurance companies; only $70,000 (less than 
20%) has been collected. (Many insurance companies have a 
clause stipulating that they will not pay if the patient is hos- 
pitalized by the VA.) 


COMPETITION FOR STAFFS 


The staffing of VA hospitals is of concern to all our voluntary 
hospitals. The statement was made by Admiral Boone, chief 
medical director, that VA “vacancies are filled by transfers from 
other stations and by new appointments.” The fact is that the 
VA has been competing with voluntary hospitals for residents, 
nurses, dieticians, technicians, and other personnel. In New 
England the pay is better in VA hospitals than in voluntary 
hospitals. In the voluntary hospital it is the patient who has to 
pay increases in salary, and hospital costs are already sky-high. 
In the same issue of THE JoURNAL (Feb. 27, 1954) in which 
appeared an article on the Veterans Administration by Admiral 
Boone, there was an item calling attention to vacancies in various 
VA hospitals and salaries offered. For x-ray technicians salaries 
ranged from $3,175 to $3,795; voluntary hospitals pay $2,340 
to $3,000—differences of as much as $835. Medical technicians 
are offered $3,175 to $4,205; voluntary hospitals pay $2,500 to 
$3,750—up to $675 less. Dieticians are offered $3,410 to $5,940; 
voluntary hospitals pay $3,600 to $3,900 a year—up to $2,040 
less. Nurses in the lowest paid category in VA hospitals re- 
ceive from $3,740 to $4,540 as compared to $2,400 to $2,640 
for general staff duty nurses in voluntary hospitals—differences 
of $1,340 to $1,900. The same differential holds in the higher 
grades. Is it any wonder that many nurses, technicians, and 
dieticians prefer working for the VA? 

Everybody, of course, agrees that veterans with service-con- 
nected ailments are deserving of the best possible treatment. But 
should patients in nonprofit hospitals be penalized with lack of 
resident and nursing care and the services of technicians and 
dieticians because of veterans with non-service-connected dis- 
abilities in the VA hospitals? Such cases constitute up to 85% 
of all VA cases; one-half of the patients are veterans of World 
War I or earlier periods; their median age is 61 years. 

On the subject of nurses, the following statements appeared 
in an article in the Journal of Nursing for November, 1953. 
The director of the VA Nursing Service wrote: “We wish to do 
everything possible to avoid depleting the staff of the local 
hospitals by giving just consideration to requests for transfer 
from nurses’ applications from various parts of the country. We 
do not solicit applications locally, and we refrain from active 
recruitment in local areas. However, we are obliged to accept 
applications and to give equal consideration to such applicants” 
(italics added). As to how badly nurses are needed in civilian 
hospitals, it was stated on a broadcast by the Metropolitan Life 
Insurance Company on March 8, 1954, that there exists a 
shortage of 50,000 nurses. 


PROBLEM OF VETERANS’ PREROGATIVES 
Once a man has been discharged from the armed services 
with no disability related to that service, should such a veteran 
be permitted to go back to civilian life on the same basis as 
others, or should he be considered as a special type of citizen 
for the rest of his life? The American Légion believes he should. 
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This is what the Legion says (American Legion’s “Q. and A. 
Book”): “It has been traditional with the American people to 
look upon their veterans as a separate group and to make pro- 
visions for them upon their return from service. . . . It is the 
belief of the American Legion that the veteran is a distinct class 
of citizen. He was called to serve the federal government in 
time of war. It is therefore the belief of the Legion that the 
cost of caring for veterans is a legitimate, if delayed, cost of 
war.” As a result of the government’s generosity, the VA medical 
program is now second in size and expense only to Great 
Britain’s nationwide system of socialized medicine. 

Responsibilities of State and Local Governments.—Comment- 
ing on the A. M. A.’s recommendations that new legislation be 
enacted limiting medical care and hospitalization by the VA to 
veterans with non-service-incurred disabilities and that the re- 
sponsibility for care of veterans with non-service-connected ill- 
nesses revert to the person and the community, the American 
Legion asks: “Are communities, counties and states in a position 
to supply such care?” The A. M. A.’s answer is this: “Following 
the American tradition, responsibility for medical care of those 
unable to pay rests with the state and local governments and 
the community. Consequently, veterans unable to pay for medi- 
cal care would receive treatment at state and local expense, 
along with other citizens in similar circumstances.” The average 
VA hospital stay for a patient receiving general medical and 
surgical care is 30 days, compared to 742 days for a patient 
with similar disabilities in a civilian hospital. Should additional 
civilian hospitalization facilities be required, it will obviously not 
have to be on a bed-for-bed basis. In civilian hospitals, during 
a year’s time, each bed is utilized to provide care for 35.4 
patients, compared with the VA’s turnover of only 7.9 patients. 
I have been told that there are enough beds in the voluntary 
hospitals of this state to care for the Massachusetts veterans 
with non-service-connected illnesses requiring general medical 
and surgical care. Moreover, in Massachusetts we have two 
special institutions, one in Chelsea and one in Holyoke, for the 
care of veterans who served in wartime. The Chelsea hospital 
has 550 hospital beds and 150 dormitory beds; the Holyoke 
hospital has 125 hospital beds and 75 dormitory beds—a grand 
total of 675 hospital beds and 225 dormitory beds. The length of 
stay for patients using dormitory beds is not limited. The finan- 
cial status of eligible veterans is no factor in admitting them. 
Massachusetts, therefore, has made special provision for its 
veterans, and this may be true in other states. 

Responsibility of Individual Physicians —In the elimination 
of veterans with non-service-connected illnesses who can afford 
to pay for private care, physicians now can be of assistance to 
their government. Up to very recently, if a veteran with a non- 
service-connected disability told his doctor he wanted to be 
referred to a VA hospital, his doctor either called the hospital 
or the patient got another doctor. Within the past few months, 
however, the VA tacked an addendum to the application form. 
In connection with the financial status of an applicant, the 
original application merely asked, “Are you financially able to 
pay necessary expenses of hospital or domiciliary care. Check 
Yes or No.” If the veteran said no, that was all there was to 
it—no further questions, no investigation. Now, with this ad- 
dendum (called Form 10-P-10), each veteran has to answer 
such questions as these: 

1. What is the total current value of your property, both 
real and personal? (Personal property is described as including 
such items as motor vehicles, business fixtures, equipment, etc.) 

2. What is the current amount of your ready assets, in the 
form of cash, bank deposits, savings bonds (cash value)? 

3. If you own real property (e. g., a home, a lot, etc.) what 
is the approximate amount of the unpaid mortgage or other 
indebtedness owed thereon? 

4. What are your average monthly expenditures, including 
your mortgage payments, and all other personal expenses in- 
cluding your‘expenses for your dependents? 

5. What was your average monthly net income for the last 
6 months from all sources? 

Below this appear the words: “Warning! If you knowingly 
make a false statement of any material fact in or in connection 
with this addendum to your application for hospital treatment, 
you are subject to possible forfeiture of veterans’ benefits and 
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prosecution in a U. S. Court.” While VA hospitals still have 
to accept these men on request, irrespective of their financial 
Status, this addendum should have a salutary effect on veterans 
who are considering “chiseling.” Every physician should have 
a copy of this addendum, and, if a veteran who can afford 
private care asks to be sent to a VA hospital for a non-service- 
connected illness, he should be shown this addendum. It may 
be enough to make him prefer a civilian hospital. 


ATTITUDE OF MEDICAL PROFESSION 


There is seemingly considerable sentiment within the medi- 
cal profession favoring VA care for veterans who cannot afford 
private care. A pamphlet issued by the A. M. A. in June, 1953, 
lists the results of a poll of state medical societies concerning 
the VA problem. Twenty-five societies, including Maine, Massa- 
chusetts, and Vermont, had not replied at the time this pamphlet 
went to press. Of the 25 societies, including the District of 
Columbia, who replied, all endorsed in principle the action 
taken by the A. M. A. House of Delegates; however, there were 
eight who felt that exceptions should be made for veterans 
financially unable to pay. It is obvious that these eight societies 
did not appreciate the nature of the problem and that more 
education of the medical profession is needed. The issues posed 
by the A. M. A. are these: 1. Is veteran medical legislation 
sound? 2. Should the federal government continue to engage 
in a gigantic medical care program in competition with private 
medical institutions? 3. Is the ever-increasing cost of such a 
program a proper burden to impose on the taxpayers of the 
country? Whether the veteran can or cannot afford to pay for 
private care is beside the point. 

Opinion Poll in New England.—An accurate reply to the 
question, “What do New England physicians think?,” can only 
be obtained by polling all the physicians in New England. I 
did the next best thing. I polled my colleagues on the Norfolk 
Medical News. These men constitute a very fair cross section 
of medical opinion in Massachusetts and, I believe, in New 
England. They represent both general practice and the various 
specialties. They reside and practice in both large and smail 
communities. All have a very high sense of public service. A 
general practitioner in a town of 7,000 had this to say: “I be- 
lieve that any traffic in the care of non-service-connected disa- 
bilities . . . is a subtle attempt to foist socialized medicine on 
the American public, and lacks good faith. I believe that the 
present policies of the VA are shockingly expensive, are waste- 
ful, are unfairly competitive with the existing systems of medi- 
cine and can only lead to chaos in the near future.” 

A surgeon and chief-of-staff of a voluntary hospital said, 
“It is extremely difficult to cope with the raiding of our vol- 
untary hospitals by [the VA] in draining off our nurses and 
technicians for a pay differential. Furthermore, the alleged 
necessity of maintaining a large consulting staff for non-service- 
connected cases has created a class distinction among physicians, 
because the consultation services are served only by those physi- 
cians who have been Board-certified. Other physicians, in spite 
of their experience and ability are excluded and become pariahs 
in the eyes of their fellow practitioners.” 

From a residential section of Boston, a general practitioner 
stated, “I believe the non-service-connected cases are often 
treated by the VA when they are not financially eligible. I 
believe it is true that patients are kept too long in VA hospitals. 
In short, I believe that the VA medical department is no ex- 
ception to the rule that it is very easy to be free with someone 
else’s money.” 

An obstetrician believed that “Because the VA has grown 
to tremendous proportions, ancillary help has been needed to 
care for the patients they have in their institutions. With the 
shortage of professional manpower, this has put a drain upon 
civilian institutions who are endeavoring to carry out good medi- 
cal care for those who present themselves for treatment.” 

An internist answered the question in this way: “If the medi- 
cal and nursing staffs in VA hospitals were diminished, more 
physicians and nurses would be available for practice outside 
the hospitals. It is apparent from the relatively small number 
of patients handled per physician and nurse in VA hospitals 
that the care is not administered as economically as in the private 
practice of medicine, yet on the whole, private practice of medi- 
cine provides as good, if not better care. The open invitation 
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in the past, and even now, vy the VA to veterans to claim that 
they cannot afford private care, is an invitation to self-abase- 
ment and is also an invitation to dishonesty.” 

And a high-ranking U. S. Public Health Service officer, now 
residing in New England, expressed himself in the following 
manner: “Medical care for non-service-connected disabilities is 
socialized medicine of a kind that the British or Oscar Ewing 
never dreamed of. At least they considered the problem in terms 
of insurance.” 

I also questioned several physicians connected with the Vet- 
erans Administration. Most of them agreed with the views 
already expressed. Those who were in favor of the status quo 
gave the following reasons: 1. Very few patients admitted can 
afford to pay for private care. 2. Many physicians are glad 
to get rid of these patients by referring them to VA hospitals. 
“Where will physicians otherwise send them?” one asked. 3. 
If the A. M. A. program were adopted, VA hospitals would not 
have “residents.” This would mean inferior care for service- 
connected cases. It is the cases with non-service-connected disa- 
bilities that, because of their variety, attract the residents. 
Should the VA program remain unchanged just to train more 
specialists? In Massachusetts we already have more specialists 
than general practitioners, 38% to 35%. What we need are 
more family doctors, not specialists. With the elimination of 
non-service-connected cases and curtailment of the residency 
programs, the VA should be able to pay so well as to get the 
most skilled physicians and surgeons to provide the best of care 
for service-connected cases and at the same time save the tax- 
payers millions, if not billions, of dollars. With a veteran popu- 
lation of 20 million, increasing at the rate of almost one million 
a year, it is obvious that the VA program should be promptly 
reviewed. No greater service can be rendered by the medical 
profession, and by the New England physician in particular, 
than to acquaint the public with the nature of the VA problem. 
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MEDICOLEGAL ABSTRACT 


Evidence: Admissibility of Results of Sobriety Tests.—The 
defendant was charged with having operated a motor vehicle 
while under the influence of intoxicating liquor. He was found 
guilty in the court of common pleas and appealed to the superior 
court of Delaware, New Castle. 

A short time after the accident in which the defendant was 
involved, a state trooper took him to the troop headquarters 
and examined him extensively in order to determine the extent 
of his intoxication. The examination entailed the customary 
sobriety test, including the writing of his name and the perform- 
ing of certain acts from which his muscular reflexes and mental 
reactions could be closely observed. On appeal, the defendant 
filed a motion under which he sought an order directing that 
any evidence relating to the results of the sobriety test be 
suppressed and not admitted in evidence during the trial against 
him. 

Two contentions were asserted under the defendant’s motion 
to suppress. Under the first contention he suggested that if a 
person, such as himself in the present case, is taken into custody 
and thereafter detained under the provisions of the Uniform 
Arrest Act and, during the first two hours of his detention 
thereunder, submits voluntarily to a sobriety test, but the person 
is not arrested and charged with crime or released by the detain- 
ing officer at the expiration of two hours from the commence- 
ment of his detention, then such neglect or default on the part 
of the detaining officer renders inadmissible all evidence relating 
to the results of the sobriety test to which he voluntarily sub- 
mitted. The defendant’s position under this contention is with- 
out merit, said the court. He was in legal custody at the time 
the test was given to him. If he voluntarily submitted thereto, 
then the trooper’s neglect in not placing him under arrest or 
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releasing him at the expiration of the two-hour period of de- 
tention under the act can have no effect on the admissibility of 
testimony tending to show the results of the test. 

The question to be determined under the defendant’s second 
contention, however, presents quite a different problem and a 
most interesting one, said the court; that is, was the defendant's 
constitutional privilege against self-incrimination violated by 
reason of the sobriety test given to him by the detaining officers, 
in the light of the circumstances then existing? Under this con- 
tention the defendant interposed the following arguments: (1) 
that in order to render the results of a sobriety test admissible 
in evidence against him the State must clearly establish that he 
fully understood his constitutional rights, was presented with 
an option of taking the test or not taking it, appreciated at the 
time the probable consequences thereof, and under such cir- 
cumstances voluntarily submitted thereto, as, otherwise, his 
constitutional guarantee against self-incrimination under Article 
1, Section 7, of our Constitution would be invaded, and evidence 
relating to the results of such a test should be held to be in- 
admissible against him during his trial; (2) that the trooper’s 
course of conduct in the present case in insisting that the accused 
take the sobriety test in the light of his then intoxicated con- 
dition, as indicated by the trooper’s testimony, evidenced what 
should be held to be tantamount to compulsion on the trooper’s 
part and, as such, to be conduct in violation of the accused's 
constitutional privilege against self-incrimination, thereby ren- 
dering any evidence obtained as a result of such test inadmissible 
against him at his trial. 

The problem presented concerns the import to be given to 
the phrase “|a defendant] shall not be compelled to give evidence 
against himself” as it appears under the provisions of Article 1, 
Section 7, of our Constitution. This rule of privilege springs from 
the early common law. A review of the history of privilege and 
the spirit of the struggle by which it was accomplished reveals 
the object of the protection to be only against the employment 
of legal process to extract from the person’s own lips an ad- 
mission of his guilt, which will thus take the place of other 
evidence. Now in the light of the background that helps define 
the common law rule of privilege and our sanction added thereto 
under the provisions of Article 1, Section 7, of our Constitution, 
the question is, should the purpose in the establishment of the 
privilege under the common law, that is, to only protect a person 
against the employment of legal process to extract from his own 
lips an admission of his guilt, which will thus take the place of 
other evidence, be extended by this court to include instances 
where persons are compelled to perform certain physical acts or 
to submit to examinations, other than oral, that would tell 
against them quite as effectively as would utterances intended 
by them to convey ideas? 

Upon an extensive study of the question, said the court, ] 
have reached the conclusion that the limit of privilege under 
the common law is a plain one. The essence thereof is the free- 
dom from testimonial compulsion, and the sole effect of its 
protection is to prohibit the employment of legal process to 
extract from the person’s own lips an admission of his guilt, 
which will thus take the place of other evidence. Such testimonial 
compulsion, and not compulsion alone, is the component idea 
of the privilege; compulsory examinations of accused persons 
beyond the field of oral examinations, or the equivalent thereof, 
either before or upon their trial do not violate the privilege for 
the simple reason that such examinations do not call on the 
accused persons as witnesses; that is, upon their testimonial 
responsibility. If the framers of our constitutional provision 
relating to the rule of privilege intended that it should extend 
beyond the common law application, such an intention should 
have been so expressed. In the present case it matters not 
whether the results of the sobriety test made on the defendant 
were obtained by compulsion alone or under circumstances 
tantamount thereto. The defendant was in legal custody at the 
time the test was conducted. It cannot be said that the trooper’s 
course of conduct in giving the defendant the sobriety test was 
repugnant to the decencies of civilized conduct, which would 
thereby constitute a denial to him of due process of law under 
the Fourteenth Amendment. Accordingly, the court held that the 
results of the test would not be suppressed, and the defendant’s 
motion to suppress was accordingly denied. State v, Smith, 9! 
A. (2d) 188 (Delaware, 1952). 
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THE LEISURE CORNER 








“GOLF IS A FRIENDLY GAME” 


Golf is a friendly game, or so says Paul Gallico, who collected 
a group of his short stories on golfing into a book by that title. 
More often than not, golf is an unfriendly game in which one 
becomes embroiled and cannot and will not quit. Some insist the 
game really is not unfriendly, that the player is unfriendly to it, 
perhaps because it has him beat. No matter how many years 
one plays or how many courses one has wandered over, there 
is still a better round to be shot and a lower score to be made 
on each hole. Players love the game not because it is unfriendly 
but because it presents the challenge that they can shoot a better 
game than the one yesterday or the day before. And this goes 
for the beginner who has not yet learned to hit the ball and the 
seasoned pro who banged out a 65 one day and struggled over 
the same layout in 75 the next. 

Let’s take the case of Danny Duffer. He has heard about this 
game and blindly states it ® “some silly thing where you take a 
stick and hit a little white pill a country mile, chase after it, hit 
it again and finally take another stick and push the ball into a 
hole.” Danny also exclaims, “That’s an old man’s game and one 
for kids. Me? I'll go to the ball park any day.” Then one day 
the fellows he attends the ball game with say they are going to 
play golf. So Danny tags along, figuring he will spend his time 
at one of the favorite boons of golfers—the beverage dispensing 
area—more commonly known as the 19th hole. But Danny 
watches as his friends tee off, and when one of them misses the 
ball completely he guffaws, “I thought you guys were golfers. 
Anyone can do that.” Danny is promptly propelled to the tee, 
handed a club, and told: “Okay, wise guy. Hit it.” He winds up 
with all the force of Hank Sauer, Ralph Kiner, Ted Williams, 
and the ghosts of all the home runs Babe Ruth hit with Casey 
thrown in for good measure. Danny strikes out like Casey, and 
golf becomes to him an unfriendly game; however, after four 
lessons, six books, and multitudes of advice from his friends, 
Danny is ready to conquer the golfing world. 

He confidently strides to the first tee, glaring off into the dis- 
tance like Babe Ruth measuring a home run. He tees up the ball, 
waggles the club a little, and discovers he is just a wee bit 
nervous. Then he is conscious of 10,000 eyes prying over his 
shoulder awaiting the thud of club on ball. He swings and peers 
a long distance down the fairway. But there was no sound of the 
club hitting the ball. Sheepishly, this new slave to golf sneaks a 
peek, and there is his ball right on the tee where he placed it. 
The tension mounts higher, and red-faced Danny Duffer takes 
another swipe at the ball and dribbles one off the tee that would 
not be a foul bunt in Wrigley Field. He grabs his clubs and 
rushes off. Anything to get away from those millions of laughing 
eyes. Danny attempts his next shot with slightly better results. 
This one looks like a pop fly in the Little League. The next 
attempt is a grounder, and finally Danny is within 50 feet of the 
green. He takes out his eight iron and blasts away. It is a home 
run over the green and onto the next fairway. After what seems 
several days of digging around in the sand trap behind the green, 
Danny finally gets the ball into the cup. 

The following week, after many tales at the office about “my 
golf game” (without disclosing, of course, that he shot 139) 
Danny has dropped any thought of baseball. Even though the 
Yankees and the White Sox are playing a crucial double-header 
he goes to the golf course. The course is the same, and the crowd 
may have only 9,999 eyes in it today because Danny does not 
whiff that first shot. True, he dribbles it off the tee. But he is 
improving! And so it goes, hole after hole unti! Danny comes 
in shouting to the world: “I shot a 129 today! Imagine taking 
10 strokes off in one round!” Seated across the room is the club 
champ smiling and remembering similar days in the distant past. 
But the champ has another worry now. He took a five on an 
easy par three hole today, and his score was 74 instead of an 
even par 72. Danny returns next week and receives another 
lesson in frustration. He takes a 12 on the first hole. “Me,” he 
Says, “that shot that hole in six last week!” 

Anyone can be a Danny. You, your wife, or your son or 
daughter. Golf is a game for everyone, and it can be learned 
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at about any time in life. The game is unique in that most of 
its problems are mental. A golfer must remember to hold the 
club properly, to learn to stroke at the ball without fear of 
twisting a shot into the woods or dubbing it so that it bounces 
into that huge, yawning three-foot-wide creek up ahead. Com- 
bined with this mental portion of golf is a matter of coordina- 
tion. It is claimed that anyone who can dance reasonably well 
can be a better than average golfer. It’s all a matter of co- 
ordination and mental observation. Another feature of golf is 
that you do not have to be big physically to play a good game. 
Ben Hogan, claimed by many to be the best golfer in the world 
today, is only 5 feet 9 inches tall and weighs about 160 pounds. 
There are hefty golfers, too, such as in the women’s field, where 
Babe Didriksen Zaharias is nearly 6 feet tall. And giving her a 
good battle in every tournament are some smaller women like 
the Bauer sisters, Marlene and Alice. Many of the nation’s top 
golfers started playing when very young, some of them before 
they learned to ride a bicycle. There are other persons playing 
golf who are almost totally blind. A caddy or some one ac- 
companying them sets out a white stripe in the direction the 
ball should travel, describes the hole and the shot, and the 
golfer bangs away. Many other handicapped persons also have 
learned to play. 

The enjoyments of golf are many. It is a game that can be 
played alone, competing against oneself or par, or against others 
in friendly games or tournaments. It is an individualist’s game 
because the player can blame only himself if a shot goes wrong. 
There is no one throwing curves at him or pitching the ball wide, 
and if a shot bounces against a tree or into a lake, it is all his 
fault. He should not have hit it there in the first place. Golf, 
too, is unlike bowling and archery or many other sports in which 
the lanes or court or distances and the rules are the same. Every 
goif course is different; each hole presents a different type of 
challenge. In fact, about the only thing that is the same on 
every golf course is the diameter of the cup: but if you miss a 
putt, the hole looks the size of a small olive jar. 

Golf is one of the ancient sports of civilization. The National 
Golf Foundation reports that the game was originated by shep- 
herds in ancient Egyptian days who started it by knocking 
pebbles about with their crooks. Caesar’s legionnaires brought 
the game to England more than 2,000 years ago, and it then 
spread to the rest of the world. There are 5,056 golf courses in 
the United States, and last year 69,000,000 rounds were played. 
An estimated 3,215,160 persons played 10 rounds or more in 
1953. There is a golf course in almost every community, and 
many of them are fine public courses, so joining a country club 
is not absolutely necessary. Golf is an outdoors game that many 
persons enjoy just because it gets them into the fresh air, walking 
on fragrant-smelling, cushiony grass and away from the hubbub 
of the city. One can get much relaxation and rest by enjoying 
a golf game and forgetting the worries of the office or home, 
While trooping around a golf course trying to shoot a good 
score, you hardly realize you walk three to five miles. There 
also is exercise in toting your own golf bag or pulling a caddy 
cart. Sometimes the weather is sunny and hot, or it may be 
cloudy and cool, but, nevertheless, it is refreshing and healthy 
outdoor air. Golf can produce many friendships too. There are 
innumerable chances to play with other golfers or just to com- 
miserate or celebrate over fortune or misfortune on the links. 
No one needs to worry about joining a foursome of top-notch 
golfers. They had to learn once too, and those golfers who love 
the game are almost always patient, ready, and willing to give 
advice no matter how poor your game is. And playing with 
better golfers may improve one’s game. And, to get off on the 
right start, several lessons from a professional golfer are rec- 
ommended. Golf is also a family game. Fathers and sons play 
the women in the family, or father and daughter compete 
against mother and son. It’s all fun, and provides a wonderful 
opportunity to get the family outdoors participating in a sport 
together. 

The more golf you play, the more you learn. The more 
practice, the better the game should be. But the more you play 
the more unfriendly this wonderful game sometimes seems to 
become. You practice hard to break 100. Next year your goal 
is 90. This too may come hard, but it is not half as hard as the 
long road toward the day when you can walk into the club- 
house and proudly proclaim, “I shot in the seventies today.” 
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THE PHYSICIAN PLANS HIS ESTATE 
John Alan Appleman, J.D., Urbana, Ill. 


Estate planning for physicians is frequently discussed in 
learned terms. In fact, frequently, the purpose seems to be one 
of confusion rather than of clarification. It seems desirable, 
therefore, to analyze in concise and simple manner the problems 
that the physician must consider and possible solutions that may 
be of interest to him. 


PURPOSES OF ESTATE PLANNING 


Every estate plan is undertaken with certain objectives in 
mind. These are, primarily, financial security for the physician 
during his continued business or professional activity and after 
retirement; security for his family and others dependent on 
him after his death; continuity or liquidation, with minimum 
loss, of the income-producing entities; maximum savings in in- 
come and succession taxes; and eventual transfer of his hold- 
ings in the manner he desires. Increasing requirements of 
education and professional training, combined with reduced 
longevity for those persons whose intense concentration on work 
produces hypertension, thromboses, and perforating ulcers, have 
squeezed the period of productivity of physicians into a few 
decades varying, normally, in length from 20 to 40 years. Unless 
they receive wealth through inheritance or marriage, their estates 
must be created through the financial success that they achieve 
from their chosen profession. Their businesses are not like those 
of retail stores or corporations, which can be increased in value 
over the years and resold to others. The individual practitioner 
seldom has created for his benefit by some employing entity a 
pension program or insurance fund, nor does he have the benefit 
of a paternalistic program of social security. He is too busy to 
became an expert investor—the combined losses of professional 
men in endeavoring to attain financial security by fliers in 
investments probably exceed their gains—and, therefore, the 
need of wise planning is particularly evident. 


FAMILY PLANNING 

Normally, if the physician is married, the acquisition of finan- 
cial security must be by a husband and wife team. One’s think- 
ing must be integrated as to both husband and wife as a unit. 
Therefore, if the temperaments of those persons are such, or 
other problems exist, as to make divorce a distinct ultimate 
possibility, this unity of planning must be abandoned. Assum- 
ing, however, that the couple is married “for keeps,” there are 
certain fundamentals to be kept in mind. In order to secure 
the maximum benefit from the tax laws, it is desirable that the 
estate be owned, in part, by each and that each have part of 
the income. While the income phase is not so important now 
as it was prior to the split income provisions, it is still significant. 
A separate income enables the wife to purchase insurance on 
the lives of others, the proceeds of which will not be taxable 
in the estates of those insured, and to increase her separate 
estate through other investments. It also increases her ability 
to make lifetime gifts. The ownership of a part of the estate 
by her, in her lifetime, reduces the husband’s taxable estate 
and permits greater flexibility in the adoption of estate plans. 


Property That May Be Placed in Wife’s Name.—What prop- 
erty, then, should she own? Let us, for the purpose of this dis- 
cussion, put aside community property questions that would re- 
quire a more detailed treatment. In almost all cases in which 
property is owned by a wife, we find the title to the home in her 
name. If the physician and his wife have no estate other than 
a house and life insurance, this might be understandable, but, 
in such a case, there are no estate tax problems as a general 
rule, anyway, so that such method of holding seems futile. It 
might be better, in view of steadily rising construction costs and 
the usual survival of the man by the woman, for such title to 
be in the husband’s name, so as to pass through the estate, take 
on a new valuation, and be subject to no gain on resale. 

It is my feeling that the properties that should go into the 
wife’s name are income properties. There are several reasons 
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for my conclusions in this respect: A house may deteriorate, 
through years of usage and obsolescence, thereby reducing 
(rather than increasing) the wife’s portion of the estate; income 
properties, whether securities or otherwise, tend to increase in 
value, particularly if earnings are plowed back through reinvest- 
ment, thereby increasing her individual estate to offset that of 
the husband; earnings of income thus derived can be used to 
purchase insurance on the husband, which will not be taxable 
in his estate, or on the lives of others for that matter; if the 
wife takes an interest in, or actually supervises, such invest- 
ments, it will give her valuable business experience that wil] 
stand her in good stead during her widowhood. 

Thus, securities, farm land, rental properties, oil and gas 
wells, or leases, etc., and investments in limited partnerships 
and in other business ventures normally should be a part of 
the wife’s separate property. This will offset funds of the hus- 
band, life insurance that he procured before he had capital 
available for investment, and other assets that are inevitably 
taxable in his estate. While this goal is not always possible to 
achieve in toto, the ideal situation would be an equalization of 
the estates of these persons as they progress through life. Young 
couples should aim toward this. If readjustments are required 
by older married couples, the making of lifetime gifts and the 
use of annual and gross gift tax exemptions will be of benefit. 

Disadvantages of Joint Tenancies.—You will note, however, 
separate property and individual holdings are referred to 
throughout this discussion. In my opinion, at no time, in any 
substantial estate, should holdings be in joint tenancy or ten- 
ancy by the entirety. There are both practical reasons and special- 
ized tax grounds on which this conclusion is based. First, Jet 
us look to some of the reasons not connected with taxation. 
Suppose an automobile is owned jointly by a man and wife. 
If the husband is driving the automobile, it would be presumed 
that he is his wife’s agent and his negligence would be imputable 
to her. If he were driving it not as an agent, and owned the 
car, his negligence would not be imputed to her so as to bar 
an action for her personal injuries caused by another. Again, 
in many states, the rule is coming to be that a woman injured 
by her husband’s negligence may sue him for such injuries; this 
may be worth while when an insurance company is footing the 
bill. However, many policies exclude injuries to the named 
insureds, who are the owners. Again, she has no remedy. 

Suppose the husband and wife own real estate jointly and 
some one is injured while employed thereon or while entering 
upon or leaving the premises. A suit against the husband, if a 
physician, could well embarrass him. Persons skimming the 
headlines might assume that the suit is for malpractice and 
resulting rumors could hurt him professionally. A suit against 
the wife alone would have no such result nor could a judgment 
against her be collected from his earnings, if these persons 
carried no adequate liability insurance against such risk. 

These are only a few examples, but many could be given to 
show that it is better to keep the titles in a single name rather 
than in both names. Now let us look at some of the tax objec- 
tions to joint-tenancy titles: 1. Since the property is deemed 
to pass by the death of the one who paid for it (normally the 
husband), this reduces the marital property that he otherwise 
could pass by will, exempt from estate taxes. 2. Although such 
property passes through the estate at its full value for tax 
purposes, the survivor has only the original value as cost basis. 
This means that, if the property cost $10,000 when acquired 
but is worth $30,000 at the husband’s death, it is includable 
for estate tax purposes at $30,000 but the widow’s future basis 
is only $10,000. Therefore, for depreciation purposes she has 
only a $10,000 figure to work on and not $30,000. Furthermore, 
if she sells the property for $30,000, she must pay on the cap- 
ital gains differential. If the property had gone through the 
estate and taken the new valuation, this income tax would have 
been saved. 3. Even though there is no estate tax saving, the 
creation of a joint tenancy involves a taxable gift, thereby re- 
ducing the purchaser’s gross gift tax exemptions available for 
other purposes. Furthermore, if the wife dies first, such gift 
tax credit has been consumed to this extent and the property 
still comes back to the original purchaser in toto. 4. When such 
joint-tenancy property consists of a house, it loads the marital 
estate of the surviving spouse with nonliquid assets. This means 
that other funds to provide income for her support and com- 
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fort must be found, it is more difficult for her to consume or give 
away portions of such property during her widowhood, so as to 
reduce her remaining taxable estate, and it encumbers her with 
a home that may be unnecessarily large following her husband’s 
death and that requires unnecessary expense both for its main- 
tenance and for the maintenance of a standard of living com- 
parable to that enjoyed before the wage earner died. A modest 
apartment normally would be adequate, would require far less 
exertion to maintain, and would reduce her expenses. 5. Even 
if the widow has to pay claims out of joint-tenancy property, 
no federal estate tax credit normally would be received for such 
expenditures. 6. There is always the danger of incompetency 
of one’s spouse, preventing disposition of the property without 
elaborate and expensive court proceedings, and the danger of 
separation or divorce, which would complicate the title unnec- 
essarily. If the husband is particularly fearful of these matters, 
he should never surrender any portion of ownership to his wife. 
Legislation is now under consideration to eliminate some of 
these objections to joint-tenancy titles. Therefore, those having 
such titles should not immediately change them but should 
await action on this law to see if such relief is granted. 


Problems Relating to Children.—These are a few of the mat- 
ters that influence husband-and-wife planning. However, there 
are several factors that must be taken into consideration in 
working out transfers, wills, trust arrangements, and other trans- 
actions necessary to accomplish the desired results. Particularly 
must be kept in mind the possibility of both parents dying, per- 
haps being killed during a vacation trip, while their children 
are young. If the parents should both die while the children 
are minors, there are some very serious problems that must be 
solved by clear and farsighted thinking on the part of these 
persons. Provision must be made in their wills in anticipation 
of these problems, such as who is going to raise and educate 
the children. Certainly it should not be aged parents who no 
longer have the physical and mental resistance to cope with and 
properly discipline growing children. Normally, the guardian 
of the children should be a younger person who likes children; 
who perhaps has children of his or her own but who could 
accept other youngsters without making them feel unwanted; 
who can provide an environment similar to that which they had 
previously known; whose feelings on educational, economic, 
political, and religious matters are similar to those of the par- 
ents; and who is willing to undertake that grave responsibility. 
His willingness to act must “be ascertained in advance of his 
designation. Arrangements must also be made for successor 
guardians. And, if the person or persons designated are non- 
residents of the state in which the physician lives, arrangements 
must be made for custody to be transferred by appropriate 
methods to the domicile of the guardian. 

Who is going to handle the property for the benefit of these 
children? As a general rule, a person who is competent to raise 
children is not the one best qualified to act as trustee to super- 
vise investments. The physician should normally select a quali- 
fied trust company for this purpose. However, he should inte- 
grate closely the method of disbursements of funds with the 
needs of the guardian in supporting and educating the children. 
Occasionally, a person will be appointed as a co-trustee to advise 
the trust company as to needed payments, bearing in mind other 
receipts for the children’s benefit and emergency situations. 

How are such trusts to be equalized and terminated? Nor- 
mally, trusts are terminated when children attain a certain age. 
However, it may develop that one child is mature beyond his 
years, another child may be mentally or physically incompe- 
tent to make a living, and a third child may be extremely gull- 
ible. In such event, it may be necessary to set up tests for the 
trustee to follow in directing continuation of the trusts as to 
one or more children, without interference with the provisions 
as to remaining children, unless the entire trust funds are nec- 
essary for the trust purposes. Spendthrift provisions also may 
be necessary. This brings up a psychological question with refer- 
ence to children. If payments are continued, even in small 
amounts throughout life, will this give a desirable feeling of 
financial security to such child or will it destroy such child’s 
incentive for success from his own efforts? If the child is a 
girl, will the fact of an independent income make her feel so 
independent that she will walk out at the time of the first family 
Spat after marriage. These are practical problems that must be 
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faced and that may be far more important to the happiness of 
the children than financial security. 

Assuming, however, that the trusts are to terminate at a @er- 
tain time, one must equalize shares fairly between the children. 
If-one child is 13°and another 8 at the time of the death of both 
parents, the older child has received five more years of parental 
support than the younger child. It would be unfair to split the 
trust funds when the older child reaches the age of 21 and to 
require the younger child’s share to be partially or wholly con- 
sumed for those additional years of support. Again, one child 
may become self-supporting at 18, another may spend four 
years in college, plus medical school and internship. A girl may 
marry early. All these factors must be considered in planning. 

What other contingencies must be considered? The prema- 
ture deaths of one child or more children, powers to be given 
to or withheld from guardians, executors, or trustees, and many 
other problems may arise in a particular case. Again, wherever 
a partnership or close corporation has been in existence, integra- 
tion of all plans must follow or the result will spell chaos. 


DANGERS OF RENUNCIATION BY WIDOW 

It is possible, of course, for a physician to develop a well- 
integrated plan during his lifetime and to have it upset after 
his death. For example, he may have determined not to use 
the marital deduction as to testate property and may have made 
ample provision for his wife by life insurance and lifetime gifts. 
But, following his death, she may elect to renounce the will and 
to take one-third or one-half (whatever is provided by the statutes 
of the state) of the probated estate. Such action might well 
knock the decedent’s plans completely awry. The physician must 
include such a situation in his thinking wherever such a pos- 
sibility exists and so formulate his plans that renunciation serves 
only to modify, and not to destroy, his remaining objectives. In 
this respect, life insurance payable directly to other beneficiaries 
of his bounty will prevent invasion of those interests by re- 
nunciation by his widow. Renunciation is more likely to be 
utilized by a second wife than by a first wife. Several years ago, 
I saw a situation in which the testator had transferred large 
properties to his former secretary, whom he had married two 
years prior to his death. He also carried life insurance for her 
benefit. Then he created a trust of certain retail stores (operated 
under a corporate form) for the benefit of other relatives. How- 
ever, on his death, the widow had a squabble with members 
of her husband’s family, renounced the will, and claimed 50% 
interest in those stores. The resulting struggle required a disso- 
lution of the corporate entity, a splitting of the stores, con- 
siderable legal expense, and a substantial destruction of the 
testator’s objectives. 

How can such problems be resolved? The answer to that ques- 
tion depends upon the particular situation presented, but sound 
solutions are not difficult to find. For an example, a rancher 
in a western state had two sons and two daughters. He and 
the sons operated a ranching business under a partnership 
arrangement whereby he actually owned the major interests. In 
the course of my work with him, he mentioned that he intended 
to remarry. I took occasion to become acquainted with his in- 
tended bride. She was a woman who convinced me that she 
would want her rights and all of them. Under the law of that 
state, a second wife could by renunciation secure only a 25% 
interest when there were children of a first marriage. 

From an income tax point of view, it was highly desirable 
to formulate a proper partnership arrangement under which the 
father’s partnership interest could be paid off in marketable 
livestock, which would take on a new valuation in his estate 
and then be immediately sold with no income tax consequences. 
This was done. A combination sale-and-gift method was used 
to vest title to the ranch land in his sons, so that no renunciation 
could disturb their ranching operations. Lifetime gifts and testa- 
mentary provisions were used to equalize the shares of his 
daughters. By various methods, his. estimated net estate was re- 
duced to about $150,000, prior to his remarriage. I then had 
the client procure a life insurance policy of $50,000. This policy 
was not made payable to the second wife, however. It was made 
payable to his estate, with provisions in his will that, if this 
woman survived him, her statutory share should be paid insofar 
as possible out of these insurance funds. These proceeds, al- 
though subject to administration costs, would, of course, be 
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exempt from estate taxes as marital funds, and the objectives 
of the client in passing his remaining estate to his children were 
carried into effect. This procedure was definitely advisable in 
this case. Other solutions may be found in the other cases. 


INTERFAMILY PLANNING 


There are other problems involved in the question of husband- 
wife planning, both as related to estates in general and as to 
the use of life insurance in this connection. However, I prefer 
to consider these other problems from a broader point of view, 
since several generations may be involved. These I refer to as 
interfamily planning. 

There are, as a rule, three primary phases of interfamily 
planning, which may be referred to as ancestral, contemporary, 
and descendant phases or generations. The first term, ancestral, 
naturally enough, refers to an integration of plans in considera- 
tion of the resources and assets of both sets of parents of the 
marital team. There may be funds available from such sources 
that must be considered as expectancies of one spouse or the 
other and that should be channeled into the most appropriate 
conduits. Conversely, there may be a need for financial assist- 
ance from the marriage team to persons of ancestral character 
—either parents or more remote relations, such as grandpar- 
ents, aunts, uncles, or cousins of more advanced years. The 
term “contemporary” may refer to cousins or other relatives 
of similar age to the physician. By and large, however, it refers 
to brothers and sisters and to descendants of such persons. 
Again, it is a two-edged blade, with both expectancies from 
such persons and responsibilities to such persons to be consid- 
ered. Descendant generations refer to natural and adopted chil- 
dren of the marital team; the spouses of such children; their off- 
spring; and, perhaps, even the husbands, wives, and children of 
such grandchildren. In this respect, we need not consider ex- 
pectancies from any of such persons as a rule but only the 
problem of passing on property in the most effective manner 
and with a minimum of loss. 


SHORT-TERM TRUSTS 


Wherever the obligation of support or desire to benefit another 
arises to an older person, such as a parent, it is unwise to use 
permanent funds for this purpose. Such diversions of the body 
of the estate could well interfere with estate plans designed for 
the benefit of one’s descendants. Normally, the type of plan 
devised for ancestral planning will depend on the time when 
assistance is required. If such assistance is required during the 
physician’s lifetime to his parents, for example, the best tech- 
nique in cases adaptable to it is the short-term trust. Here, the 
physician places securities or income property in trust with the 
entire income to be paid to such persons generally for life or 
for a term of years not less than 10, with the trust estate either 
to revert to the settlor or to go to others, such as his children, 
at the end of such time. In the latter case, it would not be con- 
sidered a short-term trust but a long-term trust with shifting 
benefits. 

Specifically, what does the physician accomplish in this man- 
ner? Let us say the dividends or other income so derived amount 
to $3,000 a year. If they are used for the support of his mother, 
at the present time he would have a single exemption for her 
as a dependent of $600. If he paid income tax in a 60% bracket, 
60% of the remaining $2,400 would amount to $1,440, leaving 
him only $1,560 available from this fund for her support. In 
trust, however, if all the proceeds are payable to her, she would 
have a double exemption of $1,200 if she is over 65 years of 
age and, under the short-rate schedule, her tax would be only 
$338, leaving $2,662 available for her support. Actually, her 
tax might well be smaller since all of her medical expenses 
would be deductible, and, if she were blind, she would have still 
an additional exemption. 

This short-term trust can be used to advantage in planning 
for retirement if the physician is in a high income tax bracket. 
Let us say he is in a 50% or greater bracket and he is 45 years 
of age. He may place $50,000 in sound securities in trust for 
his wife, to accumulate earnings thereon in some state in which 
such accumulation is not forbidden and to pay over the pro- 
ceeds to her in 15 years. The trustee makes a separate income 


tax return at low rates over the years and the funds are turned 


over when the physician is 60. The use of the trust may well 
have saved him $20,000 or more in taxes over the 15 year period. 
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Going back to ancestral planning a moment, a similar result 
could be obtained by the physician conveying to his mother a 
life estate in income-producing property with the remainder jn 
fees to others whom the physician desires to benefit. Other plans, 
of course, may fit well into a particular situation. However, 
since I cannot cover the entire field of estate planning at this 
time, it is necessary to spotlight only the key techniques. 


USE OF “SPECIAL-FUND” INSURANCE CONTRACTS 

Now let us look at the situation in which the physician dis- 
charges his obligations during his lifetime but is concerned about 
what may happen following his death. If he provides for a 
number of persons, let us say, parents or other relatives by his 
will, he probably will outlive some of them, causing those 
legacies to lapse. If he desires to provide for faithful domestic 
servants or office employees, they may, long before his death, 
have ceased working for him. All such changes easily could 
require constant revision of his will. The simplest and most 
desirable method of handling the ordinary situation is for the 
physician to secure small policies of insurance payable to such 
designated beneficiaries, with his estate or others designated as 
contingent and residuary beneficiaries. This plan has certain 
advantages: 1. It is simple to change the beneficiary designation 
without disturbing the will. 2. The method of payment is flexible, 
making possible monthly payments without creating a trust and 
paying trustee’s fees for this purpose. 3. The beneficiaries receive 
benefits promptly after death, without waiting for the completion 
of probate proceedings. 4. Since these policies are not handled 
by personal representatives, executor’s commissions and attor- 
ney’s fees are not charged thereon. 5. Under the laws of most 
states, such payments are freed from state inheritance taxes, 
which may be a material saving to those beneficiaries, particu- 
larly when they are not blood relatives. 6. Such arrangements 
are private and not spread upon the public records. (This is 
highly advantageous when the proceeds are to be paid for the 
benefit of a mentally incompetent relative or a former girl 
friend—only the persons concerned and the insurance company 
are usually the wiser.) 7. In most states, those policy proceeds 
will not be subject to attack by creditors. 


PROBLEMS OF SUCCESSIVE GENERATIONS 

Let us turn, now, to the reverse picture, that of descendant 
generations. If the physician has expectancies either from his 
own or from his wife’s parents, it is most important to integrate 
the plans of the married team and of such parents. Otherwise, 
an unexpectedly large legacy could skyrocket the estate tax of 
the physician and throw that entire plan out of perspective. 
Even if the physician disclaims the legacy, gift tax consequences 
may result. In this regard, a life underwriter acting as a middle- 
man can be of great assistance. Children hesitate to ask their 
parents bluntly what they are going to do with their property. 
It sounds as if they are waiting for their parents’ deaths. The 
children’s attorney hesitates to call in the parents for this pur- 
pose, although it would not be improper to do so unless he 
were soliciting business, but the life underwriter, being a contact 
man by training, often can bring the parties together with a 
minimum of embarrassment. 

More often than not, it will be found desirable for grand- 
parents either to skip their children’s generation entirely in pass- 
ing on their worldly goods or to skip the vesting of ownership 
in-them but making provision for a limited type of beneficial 
enjoyment. Since the problems are essentially similar whether 
the physician be a grandparent, parent, or child—so long as the 
problem is that of descendant planning—they will be discussed 
together. The two most widely used and workable tools in this 
regard are, without question, trusts and life insurance, each in its 
own right and in combination. Almost no type of successful 
descendant planning can ignore either of these tools. Secondarily, 
but still of great importance, is the technique of shifting owner- 
ship through conveyances, assignments, and similar methods. 
In this regard, transfers of interests involve either sales or gifts 
and, sometimes, transactions that fall partly in each category. 
Gift consequences, of course, may follow when either trust 
devices or life insurance are employed. 

OBJECTIVES SOUGHT 
‘ In proper estate planning for physicians of substantial means 
and frequently possessing substantial estates, the accomplish- 
ment of certain objectives is sought. It is desired, as a rule, t0 
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reduce the administration expenses and estate taxes of the first 
or oldest ancestor to a minimum; without destroying his own 
security, to reduce his income taxes so far as possible; to hold 
the income taxes of beneficiaries in younger generations to a 
minimum, while still providing them with adequate income 
whenever it is needed; to pass the body of the estate along to as 
many successive generations as possible without subjecting it to 
successive gulps by the alligators of succession taxes and ad- 
ministration expenses; to preserve the corpus or trust estate 
against diminution, insofar as possible; and to create flexibility 
in the changing of beneficiaries, as other generations enter into 
the picture, so that the funds will accomplish the greatest good. 

These are the major aims. In accomplishing them, certain 
fundamental principles should be kept in mind. For example, if 
one owns property and does not want it to be taxed in his estate, 
he must divest himself of ownership, completely and irrevocably. 
if he does not want it to be taxed in the estates of his children, 
he must make certain that it does not become their property, 
even though they may enjoy income or other benefits from it 
during their lifetimes. Also, there are certain types of assets, 
primarily of an earned income variety—medical fees and royal- 
ties from books are examples—of which the income may still 
remain taxable to the one whose labors produced such income, 
despite his efforts to effect a transfer. The various technical 
problems that may arise in this regard are not discussed here, 
since they will be resolved by an expert in the particular situation. 


REDUCTION OF LOSSES 


Income Tax Losses.—In today’s civilization, it is impossible 
to consider proper planning without taking into full cognizance 
the impact of taxes. If the physician is to accumulate the maxi- 
mum funds possible for retirement or to accumulate the largest 
estate practicable for his family’s security, it is important to 
reduce taxation losses as much as possible. The old saying, “A 
penny saved is a penny earned,” has double application today. 
A physician in a 50% income tax bracket who pays a dollar 
unnecessarily in taxes must earn two dollars to replace the 
dollar so lost, since taxes will take half of the new dollar. 

Forty years ago, the top income tax rate was 6% upon 
incomes of a half million dollars. The present top rate is 92%. 
Discrimination falls particularly heavily on the professional 
man. He cannot deduct the cost of his business clothes, which 
constitute his uniform, although the laboring man can; he re- 
ceives no greater deduction for dependents than the person of 
most modest income; and many of his expenditures, necessary 
to his standards, are not deductible. 

It is necessary, accordingly, to make whatever savings can 
be afforded legitimately. By and large, with few exceptions, this 
must be in conjunction with investment capital. If presently 
proposed legislation is adopted, stock market investments will 
be encouraged because of the proposed “dividends received” 
credit. The physician must learn to utilize, in investments, trans- 
fers to objects of his bounty by sales or gifts or a combination 
of such methods; partial transfer through the creation of trusts 
and family partnerships; tax deferment or preference through 
depletion, depreciation, and capital gains; and corporate struc- 
tures when their applicability is indicated. While I cannot de- 
velop these techniques in detail in this discussion, let me make 
this clear: Tax savings may definitely affect the type of invest- 
ment that the physician should consider. To accomplish maxi- 
mum tax savings, it may well be necessary for the physician not 
to retain complete ownership of such assets in his own name. 

Estate Losses—There are four primary losses that reduce 
the value of the estate left by a physician, even if claims or 
debts of the decedent are eliminated. These losses are estate 
taxes, inheritance taxes, administration expenses, and estate 
shrinkage. Let us look at each of these briefly: Estate tax 
computations permit an exemption of $60,000. Above that 
exemption, the rates start at 3%, rising to 28% at the $100,000 
mark, with an ultimate top of 77%. All assets of the decedent 
are taxable, except for amounts left to charity. Even insurance 
that he has purchased on his life for his family’s benefit and 
joint tenancy properties, for which he paid the purchase price, 
may be taxable in his estate. Inheritance taxes vary from state 
to state and depend on the degree of relationship between the 
decedent and those receiving his assets. Normally, they may be 
considered as averaging out at around 6%. Administration 
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expenses, again, vary from one state to another, and may depend 
partially on the size of the estate and the persons acting as 
executor and as attorney. Usually such expenses range from as 
high as 15% (in a small estate) to about 5% in a larger estate. 

It will be seen that in any substantial estate, the aggregate of 
these items is large, frequently taking over half the net estate. 
Yet there is still another factor that must be considered, and 
that is “estate shrinkage.” This is fairly simple to explain. Every- 
one has heard of bargain purchases of such properties as houses 
and farms through estates. If they are bargains to the purchaser, 
they represent losses to the seller, which is the estate. A large, 
beautiful home, for example, may be an object of pride in a 
man’s lifetime; it is an expensive white elephant in his estate. 
Farm land, during depressed economic periods, may be a white 
elephant; vacant residential lots almost always are frozen assets. 
Steck in close corporations, partnership assets, and the like fre- 
quently leave the heirs at the mercy of others, as far as liquida- 
tion is concerned. Shrinkage loss may run as high as 40%; 
it seldom is less than 10%. In the estate of about $500,000, 
which is moderately nonliquid, average shrinkage would be 
about 18%. This would means a loss of about $90,000, exclud- 
ing taxes and administration expenses, to such an estate. 

How can such losses be reduced? There is no simple answer 
to the problem of avoidance of these losses. Each estate plan 
must be tailor-made to fit the needs of the particular client whose 
problems are involved. But there are certain approaches that 
are clearly indicated. The physician should generally, when 
feasible, take advantage of marital deduction (or split estate) 
provisions of the tax laws; he should reduce his taxable estate 
by lifetime gifts and other techniques in instances in which later 
financial embarrassment will not result; and he should keep it 
sufficiently liquid that estate shrinkage causes no loss to his 
loved ones. 

Attainment of Dual Objectives—Many techniques will be 
shaped to accomplish both income tax savings and estate savings 
at the same time. For example, if a physician ‘has an estate of 
$300,000 and could be financially secure with an estate of 
$200,000, obviously he can save estate taxes, inheritance taxes, 
and administration expenses by lifetime conveyances to those 
persons (other than his wife, as a rule) whom he desires to 
benefit by his will if he should die at that time. If he is in a 
60% income-tax bracket, his son is in a 28% bracket, and the 
transfer serves to equalize their incomes, then, obviously, in- 
come taxes are saved as well. If the spreading of income-tax 
consequences is among many low-bracket taxpayers, the saving 
is even greater. 

USE OF TRUSTS 

Trusts to Save Taxes.—The following situation could occur: 
Grandfather, let us say, is in a 60% tax bracket. He desires to 
give away $100,000 of securities, which average $6,000 in 
dividend income. He realizes that such a transfer will save a 
substantial portion of the $3,600 that he pays in income taxes 
and, conceivably, will save his estate more than $30,000 in 
succession taxes and expenses. Assuming he has a number of 
persons whom he wants to benefit, he normally will use one of 
two techniques. The first is a single trust with “spray” or 
“sprinkling” provisions. This is an instrument that gives the 
trustee discretion to divide the benefits among or within a group 
of beneficiaries, as seems best from time to time, or to accumu- 
late income if that seems desirable in any future year. This 
would usually mean payment of income to those most needing 
it, who normally will be persons in low-income brackets, with 
the trustee frequently making a separate fiduciary tax return. 

The second device is that of multiple trusts. Here, the settlor 
creates a number of trusts, each for a separate beneficiary. 
Again, the trustee may have discretion to withhold a portion of 
income in any one year, thus splitting reportable income. This 
device could well save more money from an income-tax point 
of view in that there could be multiple trustees’ tax returns, each 
starting at the lowest tax bracket. If the settlor’s wishes are ab- 
solutely crystallized, this plan may be eminently satisfactory, 
particularly if there are proper “pour over” or contingent pro- 
visions in the event the purpose of any one of such trusts should 
fail. It has certain disadvantages, however, as compared to the 
single trust with “spray” provisions. The labor of trust adminis- 
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tration is increased, necessitating increased expense; the difficul- 
ties in investment are greater; and, most important, the plan is 
less flexible in providing for changing circumstances that may 
vary widely from year to year. 

Insurance Trusts——Of course, a trust may be created for a 
single person. Let us go back for a moment to our husband-wife 
situation in planning marital and nonmarital portions. The 
husband usually will desire to leave outright to his wife that 
property that she may consume in her lifetime, so as to minimize 
her estate tax problems, but that still will provide her with an 
income substantial enough to educate minor children and yet 
live in comfort during her older years. Thus, life insurance pay- 
able in fixed amounts of adequate size until she has attained 
age 55, let us say, and then changing to life income certainly 
could be made to qualify for the marital deduction and assist 
these objectives. Then, if the husband wants to restore his de- 
pleted estate to its former size for the benefit of his children in 
their later years, he may provide for the trustee under the non- 
marital trust to carry insurance on the life of his wife and to 
pay the premiums from the nonmarital trust income. In that 
manner, those death proceeds will amplify the trust corpus, but 
he must be careful to see-that such payments will not be con- 
sidered to have been made directly or indirectly from his wife’s 
income, if the proceeds are not to be taxed in her estate. 

One of the most usable specific trusts is that of second- 
generation life insurance. For example, grandfather purchases 
a 10-pay life policy on his son for $50,000 and prepays the 
premiums. He places the policies in an irrevocable trust, with 
the trustee as beneficiary. The proceeds, when collected, are 
administered by the trustee for the benefit of his son’s child 
and, in some cases, the trust is continued to pay the proceeds 
over, in the final instance, to the great-grandchildren of the 
settlor. 

Here is what the settlor has accomplished: He has reduced 
his own taxable estate by the cost of the premiums prepaid for 
that insurance; he has reduced his income taxes based on the 
earnings that that sum, normally invested, would have continued 
to earn; he has relieved his son of the necessity of carrying that 
amount of life insurance, thereby relieving his son of financial 
pressure and anxiety, permitting his son and family to increase 
their standard of living and enjoy life more fully, and eliminating 
the necessity for his son of earning a larger amount of money, 
subject to income tax, to pay premiums on an equivalent amount 
of insurance; he has kept the proceeds out of his son’s estate; 
and, in a proper situation, he may keep the residue of the corpus 
out of his grandchild’s estate. That is a lot of return from a very 
elementary and frequently usable device. 

Particular Provisions Needed in Trusts——Planning for suc- 
cessive generations is possible much more frequently than is 
ordinarily realized. Careful planning is, of course, of the greatest 
importance, since one is attempting to look far into the future. 
Without going into detail, two things are of the greatest im- 
portance: The planner must anticipate as many contingencies as 
possible, including some that may be remote but that could 
develop in the future, and the trust provisions must be flexible, 
since not all contingencies can be anticipated. Discretion must 
be vested in someone, either in the trustee or in the trustee and 
others acting together to determine how income or corpus shall 
be distributed, from time to time, in the light of changing cir- 
cumstances. It may be eminently desirable, also, to give certain 
beneficiaries limited powers of appointment under which they 
may designate the final recipients of the shares of which they 
enjoy the income. In all cases, I recommend that the trustee. be 
a corporate fiduciary, and it is not a bad idea, when convenient, 
to select the trustee from a state with no state income tax. 

A trust may be created by an original settlor for the benefit 
of successive generations, with the idea that a son and his wife, 
or others, may carry on this trust and amplify it with contribu- 
tions, either during life or through their wills. A trust can be 
created so as to provide for additions thereto, either from its 
creator or from others. But caution must be used in certain 
aspects. If one contributes to such a trust funds that may be 
used directly or indirectly to discharge obligations imposed upon 
him by law, such as the support or education of his children, 
income resulting from his contributions thereto may be taxed 
to him, as receiving the beneficial enjoyment thereof. Also, if 
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one seeks to take advantage of annual gift-tax exemptions, any 
gifts for the benefit of minor children must vest them with pres. 
ent enjoyment. This is frequently not possible, and, in many 
cases, it is highly undesirable in creating well-planned trusts, 
These are all matters to be weighed with care. One must also 
be careful to keep any such trust well within the boundaries 
permissible under the rule against perpetuities and under any 
existing or probable future statute regarding accumulations. 


GIFTS 


Occasionally, a wealthy physician is desirous of making very 
substantial gifts of property but feels that he cannot afford to 
withdraw his liquid funds to pay the resulting gift taxes. The 
obvious solution is to transfer the properties to the donee, 
frequently, by a trust, and to require the donee to pay the gift 
tax. Then such donee can secure a loan to pay the tax, retiring 
such loan out of income. This results in freeing the donor from 
the necessity of parting with the liquid funds necessary to meet 
gift taxes; in transferring income properties to lower-bracket 
taxpayers, thereby reducing income tax losses; in reducing future 
estate taxes and expenses; and in reducing his gift and, accord- 
ingly, the gift taxes payable, since the net gift is the value of 
the property minus the attendant gift taxes. 

In considering the question of gifts, one should not generally 
make a gift either of appreciated or of depreciated assets. As 
to depreciated assets, the physician could derive an income tax 
advantage by selling those assets, taking a loss, giving away the 
money received from the sale, and permitting the recipient to 
acquire comparable items of property at their depreciated value. 
This technique will be particularly suitable in the case of depreci- 
ated common stocks. As to appreciated assets, the giver must pay 
gift tax based upon the appreciated value, but the recipient’s 
basis for capital-gain purposes would be only the original cost 
to the giver. It would be better, often, to permit appreciated 
assets to remain in the physician’s estate until death when they 
would take on a new basis for purposes of transfer, with no 
income tax consequences. 


PROFESSIONAL RELATIONSHIPS OF PHYSICIAN 

Every professional man, in the categories I have been discuss- 
ing, falls into one of three categories—employee, a sole pro- 
prietor, or a partner. In each of these positions, he is necessarily 
concerned about the problems of death and retirement. His 
future earnings may not be known, but he can be counseled 
regarding the attainment of security. A professional man who 
is an employee is subject to the provisions of the social security 
laws and is entitled to their benefits. These are rights of value 
in many instances and should not be overlooked in the program- 
ing of an estate. Similarly, where the physician is a veteran, we 
must not overlook possible pension or death benefits in situa- 
tions in which either partial disability or death is attributable to 
a service-connected injury or ailment. 

Group insurance of one type or another may be of importance 
to the ultimate plan. More important, however, in the modern 
trend, are bonus and pension plans. If the professional man is 
an employee of a corporation, he well may profit both by bonus 
and by pension plans, as well as by deferred salary arrangements, 
which will provide substantial payments in his low-income years 
following retirement. In fact, many professional men, more and 
more, are dividing their activities between purely professional 
services and business endeavors that are incorporated. Thus, a 
physician may own an incorporated laboratory in which patho- 
logical work is performed, x-ray or laboratory facilities are 
provided, or medicines are compounded and sold. Through these 
affiliations, such additional security programs as I have men- 
tioned may be carried on, leaving the physician his professional 
independence but providing more varied benefits to him. 

If the physician is, by any chance, employed by a nonprofit 
corporation, he may secure a special tax break and one quite 
unintended by the government. Under Section 22 (f) (2) (B) of 
the Internal Revenue Code, such organizations may purchase 
annuities for any employee and the cost is not taxable to such 
employee until he actually receives a cash benefit therefrom. 
For example, Dr. Jones is pathologist for hospital X. The hos- 
pital, to encourage him to remain, pays out $4,000 this year on 
the cost of a retirement annuity for him. He can take it with 
him when he leaves, or it may be completely vested, but there 
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is no income tax until he cashes it in or starts receiving pay- 
ments under it. It is recommended that this not, however, be 
made a matter of contractual right, or a different rule may 
apply. And since the federal government is unhappy about the 
situation, it will not be too surprising if the law is changed in 
the future. 

An employee may participate in a group-retirement program 
even when the employing entity is not incorporated. Medical 
clinics have found that they cannot retain skilled professional 
personnel except by taking those persons into partnership or by 
providing a proper retirement program. One of the most ortho- 
dox plans is a pension-program plan, funded by policies of 
individual life insurance. Here, the clinic pays the cost of the 
insurance, except for extra premiums required for double in- 
demnity or other special benefits or by up-rating of the risk. 
The entire contribution made by the clinic is deductible from 
its annual gross income as an expense. On the other hand, the 
employee is not taxed on the annual contribution until the final 
receipt of the proceeds from the insurance company, except for 
the very small portion representing the net cost of one-year 
term insurance for the equivalent death benefit. A schedule for 
this portion is made up by the underwriter and checked by the 
Department of Internal Revenue whenever such a plan receives 
its approval, and, if the employee contributes toward the plan 
an amount sufficient to cover such net cost, no portion is taxable 
to him during those earning years. 

Partnerships and clinics long have been groping toward 
solutions that would provide benefits to the partners themselves 
as well as to employees. They have felt thwarted, in comparison 
with corporate executives, and even have dabbled a foot into 
the corporate mud puddle in a spirit of experimentation. One 
midwestern medical clinic, I am informed, actually incorporated, 
only to have the bubble explode in its face. Another western 
clinic has, with tentative success, explored a different avenue of 
approach, namely, to organize as an “association,” rather than 
as a partnership. In the latter case, Dr. Kintner, with a group 
of physicians, had been operating as a partnership under the 
name of the Western Montana Clinic. On June 30, 1948, these 
men dissolved the partnership and executed articles of associ- 
ation. During the remaining six months of that year, the new 
organization set aside $1,164 as Dr. Kintner’s pro rata share 
of an expense reserve and placed an additional $967 into a 
pension trust for his benefit. The federal government considered 
these amounts as personally taxable to Dr. Kintner as income. 
However, a district court in Montana, finding that the association 
was substantially like a corporation and that its relationship 
with the doctor was that of employer and employee, held that 
Dr. Kintner was not liable for the taxes. This case, although 
from a lower court, has aroused tremendous interest throughout 
the country. Clinic members are rushing to their attorneys with 
requests that they be re-created as associations. However, the 
Kintner case represents only the decision of a federal district 
court. Its own court of appeals, courts of appeals of the other 
circuits, the Tax Court, or the U. S. Supreme Court may take 
a different view. Physicians are not advised to plunge into long 
and expensive litigation. It can be hazardous to pioneer. 

A corporation cannot practice most of the professions, defi- 
nitely not those of law or medicine, both under most state laws 
and under rules of the bar and medical societies. If the organi- 
zation is regarded as a corporate entity for one purpose, it may 
conceivably be so regarded for other purposes as well. One not 
only may find himself with reduced taxes, but, aiso, with re- 
duced income from the sudden loss of his license to practice. 

If such an association is treated as a corporation, it may find 
itself contesting an increased tax obligation as a personal holding 
company under Section 502, which includes as personal holding 
income funds received from personal service contracts. Here, a 
surtax is imposed, over and above all other taxes, of 75% of 
all undistributed net income, not in excess of $2,000, and 85% 
of all such net income in excess of $2,000. There may also be 
a possible penalty, up to 25%, for failure to recognize such 
Status and to pay voluntarily such surtax. It may be argued that 
such an organization will run no risk since it will distribute all 
income other than that reserved for pension plans. I seriously 
doubt that it will. It will create more and more reserves, go 
into joint investments, and perform other activities to decrease 
individual income and taxes. In any event, of course, it must 
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pay corporate income taxes on all amounts not paid out as 
expenses or exempt under special provisions. The government 
may challenge the reasonableness of salaries paid to the officers 
of a corporation. The former $50,000 partner may have an 
internal revenue agent wondering if his services are really worth 
four times that of the recipient of a $12,500 annual paycheck. 

As another cautionary matter in this regard, frequently a 
person or a partnership has sought to save taxes by splitting 
income between such partnership and a corporation. The usual 
idea is to incorporate real estate used for the occupational pur- 
suit and then to rent it to the partnership, thereby creating a 
legitimate partnership deduction for rental purposes and placing 
such funds into a lower corporate bracket. There are, however, 
two fundamental objections to this procedure: If the income 
is paid out to the shareholders as dividends, it is still subject to 
personal income taxes as before but also is subjected to corporate 
taxes, and, if the funds are retained in the corporation, they 
may be subjected to the surtaxes accruing on personal holding 
companies. Therefore, the usual answer to such proposed proce- 
dure is “No!” 

The present proposals of the Jenkins-Keogh bill, now under- 
going consideration and sponsored, in principle, both by the 
American Medical Association and the American Bar Associ- 
ation, have in contemplation the creation of pension trusts in 
which individual professional men or partnerships may par- 
ticipate in order to defer a part of their income. These would 
probably work in conjunction with general plans administered 
through properly supervised sources. Something of this type 
eventually will be evolved. 


BUY-AND-SELL AGREEMENTS 

I have heard it said frequently that buy-and-sell agreements 
have no place in professional partnership arrangements. This 
statement, so bluntly made, is too sweeping, although it is true 
that the situation of professional partnership interests, under 
the tax laws, is presently confused. If a professional partner 
retires and the partnership continues to pay over to him a certain 
percentage of receipts from the business as collected, those are 
taxable to him as ordinary income; also they are not taxable 
to the continuing partners. If a professional partner retires and 
receives from the continuing partners a lump sum in full pay- 
ment of his interest, there is a complete conflict in tax juris- 
prudence. One case, properly I believe, holds that the transaction 
amounts to the sale of a capital asset. This means that the buyers 
would pay full income tax on the subsequent partnership re- 
ceipts; their only benefit would be a capital expense of which 
they could take advantage when they in turn sold, or by way 
of depreciation, if physical properties were included. But the 
selling partner would save considerable money in his income 
tax, and, if he is the dominant partner, could require the 
adoption of such a procedure in establishing the partnership 
initially. 

Other cases take exactly the opposite view and hold that the 
proceeds from the sale constitutes the receipt of ordinary in- 
come. These cases, in effect, discriminate against the personal- 
service partnership in favor of the storekeeper, the rancher, and 
other enterprises, except those that include installment sales as 
part of the value of the business. Therefore, this situation is 
now in chaos. A younger partner would want to keep those 
payments as income to the senior partner; an older partner 
would insist on a liquidated buy-and-sell arrangement, perhaps 
arranged on an installment basis. He could not be hurt by it, 
and he might reap substantial tax benefits. 

There are other advantages to a buy-and-sell agreement in 
a professional partnership as well. Let us consider the con- 
tingency of death. The estate needs cash money immediately to 
pay claims, administration expenses, taxes, widow’s and chil- 
dren’s awards, and other items. Money coming in driblets over 
a period of years is of lesser value. Furthermore, untold argu- 
ments could arise between a personal representative and the 
surviving partner as to the division of fees for work in progress 
at the time of death, method and amounts of collections on old 
accounts, and other matters. The estate is more or less at the 
mercy of the surviving partner. He, on the other hand, should 
not be subjected to embarrassment by the estate. 

With reference to the question of providing retirement funds, 
there is another possibility when there are a number of partners 





610 PHYSICIAN’S ESTATE—APPLEMAN 


in a professional partnership. Let us assume that the ages of 
such persons vary widely. The partnership articles may include 
a provision that, on retirement, a certain percentage of the part- 
nership income, proportionate to that formerly received by 
such partner, should continue to be paid to him during his life- 
time. Then, when a partner retires, the income of the remaining 
partners is diminished and their income taxes are lowered, while 
the retiring partner achieves security during his period of retire- 
ment. While this penalizes the active partners for the benefit of 
the retiring partner, each of the members has the same degree 
of security for his retirement years. The only qualification is that 
the partnership must be kept alive by the constant introduction 
of new blood to have others carry on the business and assume 
these obligations. In this respect, it is like the old chain-letter 
plan, with each partner gradually working to the head of the list. 

There are other plans, as well, that may prove feasible in a 
particular case. The point is that the problems must be known, 
recognized, and understood before particular solutions may be 
evolved. Then it is of the greatest importance that one proceed 
with caution, using orthodox and safe procedures that will not 
involve the physician in expensive litigation or excessive nervous 
tension. He is seeking security, not insecurity, and peace of 
mind rather than new and unfamiliar troubles. Possible tax 
savings are unimportant compared to these other aims. 


LIFE INSURANCE 

As yet, the average man’s greatest security lies in himself, 
and as yet most of his steps toward personal and family security 
must be worked out on an individual basis. Since his energies 
must be concentrated primarily on the work that provides his 
livelihood, he must seek a means of estate planning, particularly 
in his early years, that will relieve him of those worries. In this 
regard, the most valuable single tool that he has available is 
that of life insurance. It is the only method by which the physi- 
cian can purchase an immediate, ready-made estate upon the 
installment plan, to provide both retirement funds if he lives 
to his expectancy and to create security for his family in the 
event of his premature death. His protection needs are greatest 
when his children are small. This, generally, is when he is start- 
ing into practice and before he has had time to acquire an estate 
from savings or investments. To provide a continuing income to 
support these children and his widow, to provide for educational 
funds, and to discharge mortgages and other obligations, he has 
only one method: to obtain insurance against these risks. 

It has been popular, in many sources, particularly. in these 
inflationary days when dollar values shrink and costs are on the 
upgrade, to scoff at life insurance protection. Yet it is one of 
the peculiar phenomena of our civilization, brought into being 
by the needs that exist. If these needs did not exist, life in- 
surance would be a dying industry instead of increasing in an 
unparalleled manner. In addition to the many specific uses for 
life insurance illustrated in this discussion, it has many intangible 
values in the program of any professional man that should not 
be ignored. It is important to recognize the value of life in- 
surance as an estate-planning tool. It is équally important not to 
overemphasize it. It should never be misshaped or distorted to 
squeeze it into a situation in which it has no place. No single 
method—whether a trust, life insurance, a gift, a buy-and-sell 
agreement, or other device—will serve in the hundreds of vary- 
ing situations presented. Only complete and accurate information 
and patient evaluation will suggest the best answers. 


OTHER INSURANCE COVERAGES 

No physician possesses such wealth that he can afford to 
carry all of his risks of possible loss from his personal funds. 
Nor would he be wise to do so even if he could, since he is not 
skilled in the handling of claims and litigation. In fact, it is 
inadvisable for him even to purchase personally the separate 
coverages that he requires. Usually he is too busy to trouble 
with such details; he finds listening to the sales talks of nu- 
merous agents is time-wasting; and his inexperience may well 
produce an overlapping, expensive, but inadequate insurance 
program. It is suggested that a reputable broker be selected to 
handle all such coverages through major companies, with the 
policies and their amounts being double-checked by the family 


attorney or estate analyst. Renewals can be planned to fall due - 


on a single or perhaps semi-annual date when other major ex- 
penditures are not anticipated. 
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In the field of liability insurance, it is important to procure 
extremely high bodily injury and property damage limits, par- 
ticularly since extra-limit insurance costs but little more than 
a small-limit policy. Jury verdicts are mounting steadily each 
year. In cases in which automobile insurance is concerned, limits 
of $100,000 for injury to a single person, $300,000 for injuries 
to all persons resulting from a single occurrence, and $50,000 
property damage are not uncommon. The types of policies that 
are essential to the physician are (1) automobile liability; (2) 
comprehensive personal liability; (3) professional liability; (4) 
owners’, landlord’s, and tenant’s liability insurance, when one 
owns or controls as lessee physical premises where someone may 
be injured; and (5) workmen’s compensation insurance, when he 
has others working for him. The physician’s broker and personal 
attorney should work together closely on this problem. 

In the line of property insurance, it is necessary constantly 
for one to re-analyze the amount of his insurance, as recon- 
struction costs increase and his personal acquisitions become 
more valuable. Fire and additional extended insurance js 
desirable for all real estate and office equipment, and a personal 
property floater policy, protecting against loss, theft, and de- 
struction of furniture and personal effects, is not overly 
expensive when carried on a reasonable “deductible” basis. 
Similarly, comprehensive and a deductible collision insurance 
on one’s automobile are customary coverages. 

Health and accident insurance is not yet tailored to the 
physician’s needs. Until a form of insurance contract is adopted 
by companies that takes into consideration the peculiar problems 
of the professional man, considering the extreme slenderness of 
the risk of true total and permanent disability, this is a risk 
that the physician may well be advised to carry himself and 
to save his premium dollars. On the other hand, I do recommend 
waiver of premium provisions to be added on life insurance 
contracts because of the very low cost of such protection. Every 
physician should start planning his future, his security, and his 
estate as early as possible. The longer he delays the greater are 
the possibilities that errors will occur and drastic changes sub- 
sequently will be required in his plans. It is unwise to build up 
a bulky estate for tax purposes if the same security can be at- 
tained in other ways. Nor should the physician jeopardize his 
own security or that of his family by hasty and unwise invest- 
ments in an effort to attain security at an early age. Other men, 
with far more experience in that particular field, have tried the 
same techniques unsuccessfully. Even under our present cumber- 
some tax methods, security can be attained more slowly and 
with greater certainty. 

There is no short cut to security or to freedom from tax 
problems. Proper estate planning requires much tedious and 
detailed work on the part of the physician and his counsel and 
a great deal of straightforward and clear thinking. In this task, 
the physician can be assisted by those seasoned in the field, but 
they can do nothing without his close and whole-hearted co- 
operation. Only if the physician realizes the full extent of his 
duties and of the cooperation required is he sufficiently mature 
to undertake the solution of his personal and financial problems. 

Even if one solves these problems in the most feasible man- 
ner, he has not by that means alone discharged his entire ob- 
ligation to those who are dependent on him. Too many men 
who are successful financially feel that they have made the 
entire contribution required of them toward their loved ones 
when they have established freedom from financial care. That 
is a mistaken idea. Wives and children need more than money— 
things, in fact, that are far more precious than money. They 
need the realization of constant affection, loyalty, interest in 
their plans—all of the things that go into the making of a 
successful home. Almost as many delinquents come from homes 
of the wealthy as from the very poor, where husbands, wives, 
and children are close together. The father who plays ball in 
the evenings with his son or who takes him fishing with him 
gives him far more than another father who buys his son 4 
new convertible at his graduation from high school. The first 
child has known companionship; the second one has known only 
money. Therefore, the physician, in analyzing his affairs, should 
analyze himself also, as a husband and a father, so that he may 
see whether he has succeeded or failed in those respects. 


1314 W. University Ave. 
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INTERNAL MEDICINE 


Aerosols of Pancreatic Dornase in Bronchopulmonary Disease. 
A. Salomon, J. A. Herchfus and M. S. Segal. Ann. Allergy. 
12:71-79 (Jan.-Feb.) 1954. 


Enzymes of various origins have been used widely for 
enzymatic débridement of fibrinopurulent exudates in many 
conditions. Desoxyribonucleoprotein is an important constit- 
uent of purulent exudate, and it determines the character, 
viscosity, and amount of sediment of such exudates. Desoxyri- 
bonuclease, whether of streptococcic origin (streptodornase) 
or of pancreatic origin (pancreatic Dornase), is a pus-liquefy- 
ing enzyme and is capable of degrading desoxyribonucleopro- 
tein. The action of pancreatic Dornase is primarily one of 
depolymerization, and but little degradation of desoxyribo- 
nucleoprotein occurs. The absence of appreciable amounts 
of noxious degradation products, which might be absorbed 
into the system of the patient, permits the use of pancreatic 
Dornase with little systemic effect. Pancreatic desoxyribo- 
nuclease is prepared from beef pancreas. Preliminary labora- 
tory and animal experiments showed that pancreatic Dornase 
is effective in liquefying mucopurulent exudates and that its 
action is not destroyed by aerosolization. Salomon and co- 
workers used pancreatic Dornase aerosols in the treatment 
of 35 patients with chronic bronchial asthma, chronic pul- 
monary emphysema, bronchiectasis, lung abscess, pneumonia, 
and atelectasis. The pancreatic Dornase was administered 
in amounts of 50,000 to 100,000 units per treatment, one to 
three treatments being given daily for one to six days. The 
pancreatic Dornase was aerosolized with the nebulizer-oxygen 
flow technique or by intermittent positive pressure breathing. 
Treatment with the latter technique appeared more effective. 
Pancreatic Dornase aerosols appeared to be safe and useful 
in the evacuation of viscous, tenacious, mucopurulent secre- 
tions. Its effect varied from good to excellent, depending on 
the nature of the underlying disease. No undesirable reactions 
were Observed in these 35 cases. 


Hemoptysis in Asthma. J. Turiaf, P. Blanchon and J. Chabot. 
Semaine hép. Paris 30:713-718 (Feb. 14) 1954. (In French.) 


Of a series of 1,500 patients with asthma, 85 (6%) had 
hemoptysis. In no case was the quantity of blood coughed 
up significant. Often episodes of hemoptysis occurred that 
underwent a progressive remission; but in a few instances 
they were severe enough to warrant classification as “hemopty- 
sic asthma.” No correlation could be found with age, sex, 
clinical picture, or cause, but hemoptysis occurred more fre- 
quently in disease of long duration. In only 15% of the cases 
was it possible to link the hemoptysis with an organic cause 
associated with the asthma, such as active or inactive pul- 
monary tuberculosis, cardiac decompensation, or bronchial 
dilatation. Bronchial tumors were not a factor. Asthma 
appeared to be definitely involved in the cause of every case 
of hemoptysis, whether primarily or secondarily. Bronchos- 
copy, when performed, revealed the bronchial disorders 
peculiar to asthma, namely, thickening, edema, redness of the 
mucous membrane, secretory disturbances, changes in cough 
reflexes, and sometimes a remarkable tendency of the mucosa 
to bleeding. Changes in bronchial caliber, stenoses or dilata- 
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tions, as revealed by lipiodol bronchography, were frequently, 
but not always, seen; this would seem to disprove the idea 
that hemoptysis is necessarily caused by dilatation of the 
bronchi. The authors are of the opinion that hemoptysis 
represents a neurovegetative disorder, one of the manifesta- 
tions of the neurovasomotor bronchopathy, asthma. It results 
from the capillary permeability caused in the bronchi by a 
paroxysm of asthma. Its development is possibly favored by 
the vascular changes accompanying a severe allergic state. 


Hepatitis of Malarial Origin: Clinical and Pathologic Study 
of 54 Korean Veterans. A. E. McMahon Jr., J. E. Kelsey and 
D. E. Derauf. A. M. A. Arch. Int. Med. 93:379-386 (March) 
1954. 


McMahon and associates describe the results of studies car- 
ried out on 54 Korean veterans who had malaria. All had been 
in Korea for from 3 to 12 months and had been receiving 
chloroquine suppressive therapy. The interval between cessa- 
tion of suppressive therapy and onset of symptoms of malaria 
varied from two weeks to 12 months, with an average of 7 
months. Hepatic involvement was evaluated by means of 
history and physical examination, serial liver function tests, 
peritoneoscopy, and liver biopsy by means of the peritoneo- 
scope forceps. All 54 patients were infected with Plasmo- 
dium vivax, and one infection was mixed with Plasmodium 
malariae. The average age of the patients was 23.9 years. 
Results of liver function tests were abnormal in 52 patients. 
The range of abnormality was broad, varying from slight 
elevation of the cephalin-cholesterol flocculation and thymol 
turbidity to abnormalities of all components of the liver pro- 
file. The four commonest abnormalities were found in the 
cephalin-cholesterol flocculation, thymol turbidity, sulfobro- 
mophthalein excretion, and cholesterol-cholesterol ester ratio. 
Generally, the most marked abnormalities occurred during the 
second and third weeks, after which liver function rapidly 
reverted to normal. A liver biopsy specimen was obtained 
in 34 cases. In 31 instances, the liver was abnormal, either 
by gross or microscopic evaluation. In six patients, the liver 
appeared normal on peritoneoscopic visualization, but the 
biopsy revealed microscopic changes; however, in only two 
was the liver histology normal when gross abnormalities were 
present. Twenty-three patients had both gross and microscopic 
liver changes. Hepatitis is the most significant feature rather 
than just a complication of malaria. Therapeutic measures 
fail to take cognizance of the fact that the hepatitis may be 
more incapacitating than the acute episode of parasitemia. 
Treatment of the patients under consideration here was not 
restricted to the use of antimalarial drugs. They were kept 
in bed and given a high protein, high calorie, medium fat 
diet with vitamin supplement. The regimen was the same as 
that used for acute infectious hepatitis. It was continued 
until the patient was asymptomatic and the liver function tests 
were approaching normal. 


Chronic Pancreatitis: Pathogenesis and Clinical Features: 
Study of 25 Cases. A. M. Phillips. A. M. A. Arch. Int. Med. 
93:337-354 (March) 1954. 


Twenty-eight cases of chronic relapsing pancreatitis were 
observed at the Veterans Administration Hospital, Providence, 
R. I. Symptoms of the disease are recurrent episodes of upper 
abdominal pain, vomiting, diarrhea, and weight loss. Despite 
characteristic symptomatology, many cases had not been cor- 
rectly diagnosed. A high incidence of personality disorders 
and alcoholism was noted, and both factors are believed to 
be of etiological significance. Evidence of pancreatic insuffi- 
ciency was present in approximately 30% of the cases. In 
most instances associated biliary disease is believed to be a 
consequence of the pancreatitis. The reverse is true occa- 
sionally. The acute attack is, perhaps, best treated with 
meperidine (Demerol) hydrochloride for relief of — pain, 
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atropine or methantheline (Banthine) bromide to decrease 
gastric and pancreatic secretions and to inhibit action of the 
sphincter of Oddi, Levin tube gastric suction to prevent hydro- 
chloric acid from reaching the duodenal mucosa for secretin 
stimulation, and probably antibiotics to diminish any local 
infectious process. Surgical measures are indicated for treat- 
ment of many of the complications of the inflammatory 
process, such as abscess, pseudocyst, and peripancreatic hema- 
toma, and for the removal of a diseased gallbladder or biliary 
calculi. The most frequent problem in chronic pancreatitis 
is relief of recurrent attacks of pain. Several procedures based 
on different physiological approaches to the problem have 
been devised for this purpose, including thoracolumbar sympa- 
thectomy, vagotomy, vagotomy combined with subtotal gas- 
trectomy, sympathectomy plus vagotomy, sphincterotomy, and 
even pancreatectomy. The indications for carrying out some 
procedure for the relief of pain are dependent on the severity 
of the disability encountered. Experience here is limited to 
two cases in which sympathectomy was performed. Although 
there was slight improvement in the intensity of the pain in 
one case, on the whole the results of sympathectomy were 
discouraging in both cases, both of which concerned alcoholics, 
a fact that may have bearing on the selection of future cases. 


Clinical Aspects of Juxtapapillary Duodenal Diverticula. F. 
Bayer. Deutsche Ztschr. Verdauungskr. 14:11-17 (No. 1) 
1954. (In German.) 


Bayer describes three patients who had duodenal diverticula 
at or near the papilla of Vater. These patients had very 
similar symptoms, including disturbances in the upper ab- 
domen and particularly symptoms suggesting hypoglycemia, 
such as sudden attacks of sweating, sensations of fainting, 
paresthesia in hands and legs, and voracious hunger. These 
symptoms are suggestive of pancreatic involvement, but not 
only the pancreatic duct but also the biliary system and the 
liver may become involved in juxtapapillary duodenal diver- 
ticula. In the first of the three cases, there was a noticeable 
enlargement of the liver with mild jaundice, slightly increased 
serum bilirubin, and a positive reaction to the Takata-Ara test, 
as a manifestation of subchronic cholangitis with impairment 
of the hepatic parenchyma caused by stenosis. The third case 
was characterized by sudden development of an ascending 
subacute cholangitis with subfebrile temperature, mild jaun- 
dice, and increase in bilirubin as well as enlargement of the 
liver. The second case was of interest because it suggested 
postoperative biliary disturbances, which have been ascribed 
to various causes such as overlooked calculi, new formation 
of calculi, cicatricial stenosis at the site of the resection of the 
cystic duct, and dyskinesia. In this case, however, a duodenal 
diverticulum was the cause that had not been recognized 
either before or during the operation. It was located at the 
papilla of Vater and had caused pancreatitis. The three case 
reports show clearly that, if duodenal diverticula are located 
at or near the papilla, they usually are not symptomless, but 
generally lead either to chronic relapsing pancreatitis or in- 
volvement of the biliary tract and the liver. With conservative 
therapy the prognosis is not very favorable, because there 
always remains the danger of the development of biliary 
hepatic cirrhosis or of chronic progressing disease of the 
pancreas. 


Critical Analysis of Cation Exchange Therapy. A. G. Spencer 
and H. G. L. Lloyd-Thomas. Brit. M. J. 1:597-603 (March 
13) 1954. 


Cation exchange resins were administered to 39 patients 
with chronic edema from cardiac or renal disease. The pa- 
tients were treated in bed with a constant regimen, taking 
a low salt diet with a restricted fluid intake of 1,140 cc. a 
day. A sulfonated polystyrene cation exchange resin was 
administered as a 3:1 mixture of the ammonium and potassium 
phases, except in four patients who were given hydrogen-phase 
resin and four who received a mixed cation-anion exchange 
medium, 29% in the potassium phase. The usual dose was 
20 gm. three times daily suspended in a liquid vehicle and 
taken after meals. Treatment lasted from 2 to 8 weeks, 
with an average of 3.6 weeks. A satisfactory response was 
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obtained in 21 patients, with clearing of massive edema ‘in 13 
and considerable improvement in 8. Minor complaints such 
as anorexia, constipation, nausea, vomiting, abdominal pain, 
diarrhea, weakness, paresthesia, and sore mouth, occurred 
in 26 patients, but serious chemical disorders were uncommon. 
Metabolic balance data were obtained in 12 patients. Results 
showed that depletion of the excess sodium contained in the 
edema fluid was achieved in 8 of the 12 patients. The salt- 
depletion syndrome characterized by weakness, anorexia, 
nausea, muscular cramps, a fall in blood pressure, oliguria, 
and uremia, together with a low plasma sodium, was not 
observed in any of the authors’ patients. In nine patients 
with the complaints of anorexia and nausea, these were not 
associated with any other indication of salt depletion and 
possibly resulted from the local action of the resin on the 
gastrointestinal tract. The efficiency with which cation ex- 
change resins increased the loss of sodium in the stools when 
the diet was constant appeared to be related to the intestinal 
motility, to the body sodium content, and to the total intake 
of potassium in relation to the dose of resin. In their present 
stage of development, cation exchange resins cannot be recom- 
mended for general use in the treatment of edema. Most 
edematous patients respond well to treatment by rest in bed, 
a low salt diet, digitalis, and mercurial diuretics. Some pa- 
tients, however, remain edematous despite vigorous treatment 
by these standard methods, and in others mercurial diuretics 
are contra-indicated. It is in these patients that resin therapy 
finds its most useful application. The principles of manage- 
ment are to use exchange resins as an adjuvant to salt restric- 
tion, with digitalis, mercurial diuretics, and rest in bed when 
necessary, and to avoid complications by the exclusion of 
unsuitable patients (such as those with gastrointestinal dis- 
orders, renal failure, advanced liver disease, and cation de- 
pletion), close supervision of the potassium intake, and the 
early detection of biochemical disorders. Of the available 
resin preparations those containing a 3:1 mixture of the am- 
monium and potassium phases of a sulfonic or carboxylic 
cation exchange resin are most generally useful. 


SURGERY 


Peptic Esophagitis. G. M. Carver and W. C. Sealy. A. M. A. 
Arch. Surg. 68:286-295 (March) 1954. 


Of 73 men and 57 women with peptic esophagitis whose 
average age was 51 years, hiatus hernia was the cause of 
cardiac sphincter incompetence in 98 (76%), surgical excision 
or destruction of the cardiac sphincter in 17 (13%), and per- 
sistent vomiting in 15 (11%). An associated duodenal ulcer 
was present in 13. The most frequent complaint was dys- 
phagia, which occurred in 100 patients (77%); substernal pain 
was a close second in 91 patients (70%); and regurgitation 
occurred in 52 patients (40%), weakness in 44 (34%), and 
hemorrhage in 13 (10%). Nausea, vomiting, headache, re- 
current melena, unexplained secondary anemia, and weight 
loss were among the other symptoms and signs. Diagnosis 
was made primarily from history and from roentgenologic 
examination that revealed a delay in the passage of barium 
through the lower esophagus. Of 101 patients in whom eso- 
phagoscopy was performed, 82 had evidence of acute or 
chronic ulceration. Esophagoscopy thus proved to be of value 
in achieving a correct diagnosis. The 130 patients were divided 
into three groups according to the stage of the inflammatory 
process at the time of admission and the type of therapy in- 
stituted. Group 1 comprised 47 patients with acute peptic 
esophagitis with or without demonstrable ulceration not re- 


quiring esophageal dilatation. Elevation of the head of the _ 


patient’s bed on 8 in. (20 cm.) blocks is essential in preventing 
gastric reflux and should be a permanent part of the thera- 
peutic program. In order to decrease the esophageal peristaltic 
activity, three large liquid or semisolid feedings are advocated. 
A glass of water should follow each meal to clear the lower 
esophagus of food particles, and patients should be given a 
liquid antacid at the slightest sign of substernal discomfort 
-and at night before retiring. Atropine administered 30 minutes 
before meals will reduce spasm and gastric secretions. Methan- 
theline (Banthine) bromide, which reduces gastric acidity and 
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motility, is an adjunct to the treatment of esophagitis. Treat- 
ment should be continued until the patient has had no pain 
or discomfort for at least two weeks. The patient should eat 
a bland diet for an additional two or three months. Group 2 
included 74 patients with esophagitis with chronic ulceration 
and stricture requiring oral or retrograde dilatation in con- 
junction with the measures employed for the treatment of 
the patients in group 1. Group 3 comprised nine patients 
with chronic esophageal ulceration with stenosis. In these pa- 
tients, when all other therapeutic measures fail, esophagogas- 
trostomy is preferred to esophagojejunostomy because the 
postoperative morbidity is lower. When esophagogastrectomy 
becomes necessary, then gastroenterostomy and vagotomy or 
subtotal gastric resection should be performed to protect the 
esophagus. Most patients with peptic esophagitis can be 
treated successfully by medical measures; however, patients 
must continue prophylactic treatment to prevent recurrence 
with esophageal shortening and, ultimately, stenosis. Early 
repair of sliding hiatus hernia, which was performed in 17 
of the authors’ patients, is indicated in the presence of eso- 
phagitis that fails to respond to medical management. Subtotal 
gastric resection with repair of hiatus hernia is suggested for 
patients with the triad of esophageal ulcer, hiatus hernia, and 
duodenal ulcer. 


Diagnostic Errors in Severe Gastrointestinal Hemorrhage. 
E. D. Palmer. U. S. Armed Forces M. J. 5:350-356 (March) 
1954. 


Two hundred twelve patients who had been hospitalized at 
two Army hospitals because of hematemesis met the criteria 
for inclusion in this study. 1. Each patient required transfusion 
of at least 1,000 cc. of whole blood during the first six hours 
after admission. 2. No search had been made for the bleeding 
site until seven days had passed after cessation of the hemor- 
rhage, except that permitted by emergency laparotomy in 25 
patients. A “working” diagnosis, based on the initial history 
and physical examination, with much emphasis placed on a 
history of a previously diagnosed upper gastrointestinal disease, 
was decided on shortly after admission, and therapy was based 
on this diagnosis. All patients who survived the hemorrhage 
were eventually subjected to a diagnostic study, including 
roentgenologic examination in all, gastroscopic examination 
in 164, gastric mucosal biopsy in 151, and esophagoscopic 
examination in 166. All patients who died were studied 
at autopsy. The working diagnosis was correct in 75 patients 
and incorrect in 109. It was not possible to decide the cor- 
rectness of the diagnosis in 28 instances. The emergency treat- 
ment that had been instituted on the basis of the working diag- 
nosis proved to have been the optimum in 116 instances, since 
treatment aimed at bleeding duodenal ulcer would be best 
also if there had been a gastric ulcer. Treatment was incorrect 
or inadequate in 68 patients. Diagnostic errors often were 
due to the assumption that the current hemorrhage originated 
from a lesion that had been recognized during a previous 
medical investigation. The history of such a lesion was ob- 
tained at the time of admission in 68 patients. All but 5 of 
the 68 were given emergency treatment aimed at such a lesion, 
but it was found that the working diagnosis was correct in 
less than half- of these 68 patients. The working diagnosis 
was correct in only 10 of 18 patients who died of hemorrhage. 
The preoperative diagnosis proved correct in only 7 of the 
25 patients subjected to emergency laparotomy in an effort 
to arrest the hemorrhage. Because medical or surgical tech- 
niques are available for many of the lesions that may be re- 
sponsible for massive upper gastrointestinal hemorrhage, it is 
important that a precise diagnosis be made without delay. A 
vigorous diagnostic approach, consisting of esophagoscopic, 
gastroscopic, and roentgenographic studies during the first few 
hours of hospitalization, has proved both safe and feasible. 


Fate of Massive Autogenous and Homogenous Bone Grafts 
Including Articular Surfaces. C. H. Herndon and S. W. Chase. 
Surg., Gynec. & Obst. 98:273-290 (March) 1954. 


Although homogenous bone grafts are not incorporated into 
the host as readily as autogenous bone transfers, small homog- 
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enous grafts are revitalized rapidly enough to be clinically 
acceptable. The recent development of bone banks and the 
reported successful use of homogenous bone that has been 
stored at -20 C (-4 F) stimulated Herndon and Chase to 
investigate the fate of massive autogenous, homogenous, and 
delayed homogenous grafts including articular surfaces. This 
project was undertaken with the view that, if it is feasible 
to store bone and utilize it later in bone grafting procedures, 
it might be possible to preserve whole joints in like manner 
and utilize them later in whole joint replacements. The tech- 
niques used together with an account of the clinical and roent- 
genologic results and a preliminary study of the histological 
findings have been reported previously. This paper presents 
an analysis of the histological material. The studies were 
made on the knee joints of dogs. In the 18 dogs receiving 
autogenous grafts, the left knee joint was removed and re- 
planted in its original site. In the 19 dogs with delayed homog- 
enous grafts, the knee joint was removed, placed in a deep 
freeze unit, and replaced by a similar homogenous graft that 
had been stored at -20C for a period varying from one day 
to several weeks. In the 19 dogs with direct homogenous 
grafts, 2 animals were operated on simultaneously, and the 
knee joints were transferred from one to the other. It was 
found that the meniscus and articular cartilage behave similarly 
in delayed homogenous and direct homogenous transplanta- 
tions, but necrosis appears much earlier in the homogenous 
grafts than in the autogenous transfers, and repair is much 
slower and less effective. The spongiosa became necrotic in 
all three types of grafts, but orderly repair took place in the 
autogenous transplants with reorganization largely complete 
in nine months. In the direct and delayed homogenous grafts, 
only sporadic attempts at repair were present, with most of 
the spongiosa remaining necrotic even at 24 months. The 
cortical bone became necrotic in all three types of grafts, 
and repair began in all at about 30 days. In the autogenous 
grafts, the reorganization progressed rapidly until it was com- 
plete at nine months while, in both the direct and delayed 
homogenous grafts, repair was much slower with many dead 
tracts remaining even at two years. The marrow of the autog- 
enous grafts was replaced rapidly by invading connective 
tissue that was transformed into normal yellow or red marrow 
in nine months. Although the necrotic marrow in the direct 
and delayed homogenous grafts was replaced by invading 
cellular connective tissue, it was not transformed into yellow 
or red marrow except in small, scattered areas even after two 
years. Bony union in the step cut areas occurred as rapidly 
in the delayed and direct homogenous grafts as in the autog- 
enous. Revascularization of the haversian canals proceeded 
rapidly in all three types of grafts with the process being 
almost complete by the end of 30 days. In the autogenous 
grafts, a few tracts in the cortical bone in the step cut area re- 
mained viable but most of the bone became necrotic. Reor- 
ganization appeared in 30 days and was complete at nine 
months. In both the direct and delayed homogenous grafts, 
all osteocytes became necrotic; and, although osteoclasis and 
osteogenesis were present in 30 days, repair was not complete 
until two years had elapsed in the direct homogenous graft, 
and there were still a few dead tracts even after this period 
in the delayed homogenous graft. 


Functional Venography of Lower Extremities. H. B. Shu- 
macker Jr., T. C. Moore and J. A. Campbell. Surg., Gynec. & 
Obst. 98:257-272 (March) 1954. J 


Retrograde venography was designed for investigation of 
the competency of femoral valves in preventing distal regurgi- 
tation of injected radiopaque medium when the femoral vein 
was temporarily occluded proximal to the site of injection. 
Initially, it was held that the retrograde flow of radiopaque 
material past one or more valve stations indicated pathological 
conditions in the deep vein. The present observations are 
based on venographic studies on 115 subjects before and after 
exercise of the dependent limb. They include 23 presumably 
normal persons. The remainder were patients with symptoms 
or signs suggesting disturbance of the venous circulation. Of 
the 23 control subjects, 10 were subjected to femoral venogra- 
phy, 10 to popliteal venography, and 3 to superficial venogra- 
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phy. For femoral venography they were placed supine on a 
table with a foot rest and were tilted 60 degrees with the feet 
down. A film was placed under the thigh and lower portion 
of the pelvis and a second film under the leg and knee. After 
infiltration with 0.5% procaine solution, a no. 18 needle was 
introduced percutaneously into the common femoral vein just 
below the inguinal ligament and 30 cc. of 35% iodopyracet 
(Diodrast) or 50% sodium iodomethamate (Neo-Iopax) was 
injected slowly. The film was exposed immediately after the 
injection. While the films were being removed and replaced, 
the patient was urged to exercise by raising himself on his 
toes 10 times. A second exposure was then made, approxi- 
mately one minute after the first. Three demonstrated opacifi- 
cation of the common femoral vein down only to the first or 
second valve station, while significant regurgitation was ob- 
served in seven. Popliteal venography was carried out in 
about the same way, except that the patient was prone rather 
than supine. In all instances the femoral and popliteal veins 
were clearly opacified in the first films. In all of them a vary- 
ing regurgitation into the deep veins of the legs was noted. 
In superficial venography the patient was either prone or 
supine, depending on the vein used. Ninety-two functional 
venographic studies were carried out on patients with evidence 
of venous stasis. Since regurgitation down the femoral vein 
after femoral injections and down the deep leg veins after 
popliteal injections was observed in a high percentage of both 
normal and abnormal subjects, and, since the deep venous 
system in all of these patients cleared after exercise, the 
authors conclude that regurgitation in the deep venous system 
in quiet dependency is not abnormal and that it is not an indi- 
cation for operative interruption of either the femoral or 
popliteal vein. There was no evidence that pathological regur- 
gitation occurs in the recanalized vein. Such veins were cleared 
of radiopaque material after exercise. Since recanalized veins 
appear to contribute to the proximal propulsion of blood 
toward the heart, there seems to be no real indication for 
ligating them. Although functional venography may be useful 
in sOme cases presenting some special problem, its routine 
use seems unnecessary in most patients in whom the history 
and physical examination provide a clear picture of the nature 
of the venous disorder. Functional venography will probably 
find its maximal usefulness in investigations of normal and 
pathological venous states and the effect of treatment. Al- 
though sodium iodomethamate was used in most cases, recent 
experience with sodium acetrizoate (Urokon) suggests that 
it may provide better delineation and, through smaller doses, 
reduce the incidence of transient venospasm and the sensation 
of faintness. 


PEDIATRICS 


Growth of Juvenile Diabetics. N. Bergquist. Acta endocrinol. 
15:133-165 (Feb.) 1954. (In English.) 


Bergquist presents observations on 56 diabetic children of 
Malmé, Sweden, in whom diabetes became manifest before the 
age of 15. In 21 of these children, diabetes appeared before 
the age of 5, in 17 between the ages of 5 and 10, and in the 
rest between 10 and 15 years. The children were treated with 
insulin, and most of them received a liberal diet without sweets. 
During an observation period averaging 5.3 years, a general but 
not severe retardation of growth was observed; it was most 
pronounced in boys. This indicates that delayed growth is part 
of the morbid picture in juvenile diabetes. Even under the 
strictest management, it is likely that the body’s lack of insulin 
is seldom fully compensated. The greater tendency to growth 
disturbance in diabetic boys than in diabetic girls is possibly 
explained by a defective gonadal function, as androgens are 
obviously of importance for the growth of boys whereas estro- 
gens do not have the same influence in girls. There were only 
three diabetic dwarfs among the diabetic children observed in 
Malmé6, but the author found eight other diabetic dwarfs in 
two other districts in Sweden. Observations on these 11 dia- 
betics with definitely retarded growth indicated that a consti- 
tutional factor contributed to the retarded growth in height. 
The majority had received a diet low in calories and carbohy- 
drates and, probably because of this, received relatively small 
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insulin doses. At least 9 of the 11 patients had hepatomegaly. 
Delayed development of the genitals or indications of hypo. 
gonadism or both were encountered in all cases. The hypo- 
gonadism was probabiy of hypophysial origin. The low 17- 
ketosteroid values found in the girls likewise indicate a defj- 
ciency of adrenocortical steroids, which is possibly of a hypo- 
physial origin. Animal experiments have demonstrated that 
insulin is essential for normal growth, and clinical observation 
on diabetic children suggests that their retardation in growth 
is largely the result of lack of insulin. 


OTOLARYNGOLOGY 


Hemilaryngectomy with Immediate Skin Graft for Removal of 
Carcinoma of Larynx. F. A. Figi. Tr. Am. Acad. Ophth. 58:22- 
25 (Jan.-Feb.) 1954. 


Figi says that hemilaryngectomy with immediate skin graft- 
ing makes possible more extensive local remova! of laryngeal 
carcinoma than is feasible by either thyrotomy or the usual 
hemilaryngectomy without destruction of function or disrup- 
tion of the airway. The operation was first carried out at the 
Mayo Clinic about five and a half years ago and has now been 
performed in 20 cases, 19 men and one woman. Involvement 
of the glottis, present in all cases, ranged from the entire length 
of one cord to the full extent of both cords, the anterior com- 
missure, and one arytenoid cartilage. In addition to involving 
the cord or cords, the lesion extended into the ventricle in most 
instances. During the period during which hemilaryngectomy 
was done in 20 cases, 293 thyrotomies and 276 total laryn- 
gectomies were performed for carcinomatous lesions of the 
larynx. This indicates that hemilaryngectomy with immediate 
skin grafting has only limited application; however, it should 
be borne in mind that the method was first developed during 
this time, and, if the procedure had not been performed, each 
of the 20 patients would have required total laryngectomy. 
It seems certain that the technique will be carried out in a greater 
proportion of cases of carcinoma of the larynx in the future. 
It was used in eight additional cases during the six month inter- 
val after this report was prepared. Lesions of low grade malig- 
nancy or of moderate activity are best suited for this method. 
So, also, are cutaneous neoplasms in which immediate plastic 
repair is planned. The operation consists essentially of radical 
hemilaryngectomy, with removal of as much of the ala of the 
thyroid cartilage on the side of the principal involvement as 
is indicated and up to approximately half of the ala on the 
opposite side, if required. A narrow strip of the superior or 
inferior border of the thyroid cartilage is left in place, when 
possible, to lend support. Up to half of the cricoid ring can 
be removed. Removal of the anterior or lateral portions of this 
ring has not disturbed function. The arytenoid cartilage on the 
involved side was removed in several cases, but when this is 
done it is advisable to limit removal of the adjacent soft tissues; 
otherwise, difficulty with aspiration during swallowing may 
occur postoperatively. The trachea is opened prior to hemi- 
laryngectomy, so that the respiratory tract below the lesion can 
be packed to prevent gravitation of blood. A graft of moderate 
thickness is taken from a hair-free area of the chest or abdomen. 
A stent of sponge rubber is prepared to exert moderate pres- 
sure on the entire laryngeal wound when the soft tissues are 
closed over it. The skin graft is made to adhere to the stent 
with rubber cement, and the stent is placed in the laryngeal 
defect and immobilized by transfixing it with stainless steel wires. 
Additional anchorage is secured by passing a heavy silk suture 
vertically through the rubber mold and tying it to the tracheal 
cannula. The larynx and soft tissues of the neck are closed as in 
the usual thyrotomy or hemilaryngectomy. After about 10 days, 
the sponge rubber mold is removed through the mouth by 
means of suspension laryngoscopy and while the patient is re- 
ceiving thiopental (Pentothal) sodium anesthesia. Then an elastic 
dilator is made of sponge rubber, covered with a condom, in- 
serted into the larynx, and anchored in position by tying it to 
the tracheal cannula. This is worn for from 10 days to three 
weeks and is then removed through the mouth. A day or two 
later, the tracheotomy tube is lifted out, and the tracheal fistula 
is permitted to close. 
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Malignant Melanoma of Nasal Septum. F. W. Alexander. Laryn- 
goscope 64:123-129 (Feb.) 1954. 


Alexander describes a woman, aged 59, who complained of 
being unable to breathe through her nose. She had had seven 
nasal polypectomies in the last 25 years. In 1940, she had an 
operation on her forehead for what may have been osteomye- 
litis of the frontal bone. The left naris contained many polyps 
and there was obstruction of the airway. The right naris was 
also obstructed with nasal polyps and showed signs of recent 
bleeding. On March 8, 1948, multiple nasal polyps were re- 
moved from both nares and ethmoid sinuses. During the opera- 
tion, a darkly pigmented, liver-brown sessile mass was noticed 
on the right side of the nasal septum. Because of its unusual 
appearance, the mass was biopsied and the base obliterated 
with cautery. The pathologist reported the biopsy as malignant 
melanoma, and the other excised material as nasal polyps. On 
March 12, 1948, the entire nasal septum was removed, giving 
a wide 2.5 cm. margin of normal tissue between the incision 
and the tumor edges. Nineteen months after the discovery of 
the initial lesion of the septum, on Sept. 24, 1949, the patient 
complained of bleeding from the throat and mild obstruction 
of breathing through the left nostril. On examination a small, 
dark, mottled mass about 3 cm. in diameter, was seen protrud- 
ing from the left side of the vault of the nasopharynx. This 
mass was removed and proved to be malignant melanoma. Two 
months later the mass in the vault of the nasopharynx again 
became noticeable but was not removed until Feb. 6, 1950, 
when it had become pedunculated and started to bleed. Three 
years after discovery of the initial lesion, a mass was again 
removed from the nasopharynx because of bleeding. Naso- 
pharyngeal masses were removed for the fourth and fifth times 
in July, 1951, and October, 1952. In March, 1953, a large mass 
was removed from the right ethmoid area. In July, 1953, access- 
ible portions of a tumor were removed from the right ethmoid 
and septal area, where it was obvious that the tumor had pene- 
trated the cribriform area toward the brain. At the end of 
August another tumor mass was removed, but meningitis and 
pulmonary edema developed and the patient died five years and 
six months after discovery of the malignant melanoma of the 
nasal septum. The author reviews the literature and says that 
of 93 cases of malignant melanomas of the nasal cavity re- 
ported in the English literature, 24 originated on the nasal sep- 
tum and the case presented here is the 25th case. Nearly all 
cases of melanoma of the nasal septum were associated with 
nasal polyps and were discovered during their removal. In a 
few cases the tumor was discovered by scrutiny of a dark or 
freckled area that bled easily. The tissues removed should be 
subjected to microscopic examination in all nasal polypectomies. 
The numerous recent reports suggest that malignant melanomas 
of the nasal cavity are far more common than suspected. Radi- 
cal surgical excision should be practiced at the earliest possible 
moment, if any hope of ultimate survival is to be obtained in 
these otherwise fatal cases. 


Rhinolithiasis—Report of Case Unrecognized for 20 Years. 
F. T. Hill. J. Maine M. A. 45:24-25 (Feb.) 1954. 


The case cited by Hill was that of a woman, aged 73, who 
was referred to his hospital with the diagnosis of a foreign 
body in the nose. She had been seen in another hospital fol- 
lowing an automobile accident where roentgenograms of her 
skull revealed a large opaque mass in the right nasal cavity. As 
her upper denture had been broken, the mass had been inter- 
preted as a portion of the denture forced into the posterior 
choanae through the nasopharynx. The patient gave a history 
of fracture of the nose 20 years before; since then she had had 
right-sided nasal obstruction and foul-smelling discharge. She 
had not seen any physician during these 20 intervening years. 
There was an external bowing deformity of the nasal arch but 
no evidence of recent fracture. The nasal septum was deviated 
to the left and there was a foul, purulent discharge filling the 
right nasal cavity. Roentgenograms revealed signs of lamina- 
tions, which Hill considered suggestive of a rhinolith. Clearing 
the nose of the purulent discharge revealed a large gray mass. 
Removal was effected through the anterior nares. The mass 
measured 6 by 4 cm. This rhinolith probably had its origin in 
the nasal fracture 20 years before when some bit of foreign 
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matter must have entered the nose. Although rhinolithiasis is 
not common, it should be considered in all cases of unilateral 
nasal obstruction associated with foul discharge. Careful in- 
spection of films may show laminations in opaque masses that 
should be suggestive of calculi. 


THERAPEUTICS 


Quantitative Comparison of Dextromethorphan Hydrobromide 
and Codeine. L. J. Cass, W. S. Frederik and J. B. Andosca. 
Am. J. M. Sc. 227:291-296 (March) 1954. 


A comparative study of the antitussive effectiveness of Dextro- 
methorphan (dextro-3-methoxy-N-methylmorphinan hydrobro- 
mide) at three different dose levels (6, 12, and 18 mg.), of 15 
mg. of codeine, and of placebo medication was carried out in 
69 patients with persistent cough. All drugs were supplied as 
tablets of identical appearace and taste under code designa- 
tions. All patients were given each medication three times a 
day for seven days, a total test period of 35 days, but the ad- 
ministration was in a random sequence, determined by chance 
selection. The five materials were ranked in order of their anti- 
tussive effectiveness. It appeared that there was a good dose- 
response relationship of dextromethorphan hydrobromide and 
that 15 mg. of this drug and 15 mg. of codeine had the same 
cough-suppressing activity. Mathematical treatment of all data 
revealed that doses of 6 mg. of dextromethorphan hydrobro- 
mide were significantly more effective than placebo tablets and 
significantly less effective than doses of 12 mg. of dextro- 
methorphan hydrobromide. However, it was impossible to prove 
a statistically significant difference in effectiveness between 12 
mg. and 18 mg. of dextromethorphan hydrobromide or 15 mg. 
of codeine. It might be concluded that 15 mg. of codeine and 
a dose of dextromethorphan hydrobromide between 12 and 18 
mg. are equally active. Therefore, for all practical purposes, 
dextromethorphan hydrobromide and codeine may be consid- 
ered of equal antitussive effectiveness milligram for milligram. 
A tablet containing 10 to 15 mg. of dextromethorphan hydro- 
bromide appears to be the most desirable strength. 


Evaluation of a New Cough Suppressant. N. Ralph. Am. J. M. 
Sc. 227:297-303 (March) 1954. 


Dextromethorphan (dextro-3-methoxy-N-methylmorphinan 
hydrobromide), a new antitussive agent, was administered to 
183 patients, of whom 39 were not included in the appraisal 
of the drug’s merits as a cough depressant. Twenty-seven of 
this latter group had no cough and were given the drug solely 
for the purpose of determining its toxicity on prolonged ad- 
ministration. Of the 144 patients in whom the antitussive effec- 
tiveness of Dextromethorphan was studied, 107 had pulmonary 
tuberculosis, 22 bronchitis, 8 bronchiectasis, 4 bronchial asthma, 
2 lung abscess, and one bronchogenic carcinoma. Twenty-three 
patients (15.9%) had slight to no relief of cough, 67 (46.5%) 
derived moderate relief, and 54 (37.5%) had pronounced to 
complete relief of cough. Better results were obtained with 
single doses of 15 mg. four times a day than with doses of 4 
mg. also given four times a day. Hemograms done initially, 
after two weeks, and terminally for 23 patients, who were 
given the drug in large doses over a prolonged period and of 
whom 20 received a total of 2.4 gm. each within 32 days (daily 
doses of 75 mg.), did not show any untoward effect on the 
hematopoietic system. Similarly, these chronic toxicity trials 
failed to reveal any other side-effects, particularly on renal 
function, respiration, or blood pressure. There was no evidence 
of development of tolerance or addiction in these 23 patients 
or in any of the patients who received Dextromethorphan as 
a cough suppressant for as long as six months. Of the 183 
patients treated with Dextromethorphan, use of the drug had 
to be discontinued because of nausea, vomiting and dizziness 
in only one patient. In addition, there was dizziness in oae 
patient receiving a daily dose of 60 mg., but 30 mg. was tol- 
erated without this sequela. Thus side-effects from Dextro- 
methorphan were very rare. Dextromethorphan is a very effec- 
tive and safe cough-suppressing agent having the antitussive 
activity of codeine without sharing its addictive properties and 
without producing the side-effects typical of codeine. 
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Investigations on the Hemorrhagic Tendency During Therapy 
with Isonicotinic Acid Hydrazide (Isoniazid). R. Merk and J. 
Weinreich. Klin. Wchnschr. 32:212-215 (March 1) 1954. (In 
German.) 


Investigators who used isoniazid (isonicotinic acid hydrazide) 
in the therapy of tuberculosis observed a tendency to bleeding 
during this treatment. This tendency manifests itself in the form 
of hemoptyses, hemorrhages into empyemas that were treated 
locally with isoniazid, renal hemorrhages, prolongation of 
menstrual bleeding, and cutaneous hemorrhages. Some investi- 
gators assume that this hemorrhagic tendency is a result of the 
action of isoniazid on blood coagulation; others assume that 
isoniazid influences the capillary system. Merk and Weinreich 
made studies on 25 patients who received daily from 300 to 
500 mg. of isoniazid (8 to 10 mg. per kilogram of body weight). 
These studies revealed that isoniazid exerts no influence on 
blood coagulation. To determine the effect on the capillary sys- 
tem, studies were made on 50 patients who also received from 
300 to 500 mg. of isoniazid daily, usually in combination with 
p-aminosalicylic acid or amithiozone (TB I). A noticeable de- 
crease in the capillary resistance was observed. In order to 
ascertain whether this effect was the result of the combination 
therapy or of isoniazid alone, five patients were treated with 
only isoniazid. It was found that treatment with isoniazid alone 
reduces the capillary resistance more than combination therapy 
of isoniazid with either p-aminosalicylic acid or amithiozone. 
The results of these investigations correspond with pathological 
findings after isoniazid treatment. If a drug such as rutin, which 
reduces capillary fragility, is given in addition to isoniazid, the 
undesirable effect of isoniazid on the capillary system can be 
excluded for the time that rutin is given. 


PATHOLOGY 


Granulomatous or Giant Cell Thyroiditis: Clinical and Patho- 
logic Study of 37 Patients. S. Lindsay and M. E. Dailey. Surg., 
Gynec. & Obst. 98:197-212 (Feb.) 1954. 


According to Lindsay and Dailey, granulomatous or giant 
cell thyroiditis is characterized by clinical evidences of subacute, 
nonsuppurative inflammation of the thyroid and by a histological 
spectrum of acute, subacute, and chronic inflammation with 
multinucleated giant cells and fibrosis. Synonyms for this disease 
are acute thyroiditis, acute nonsuppurative thyroiditis, subacute 
thyroiditis, pseudotuberculous thyroiditis, and de Quervain’s 
thyroiditis. The chronic stage has been designated by some as 
Riedel’s struma. The authors review observations on 37 patients 
with this form of thyroid disease, 25 of whom had undergone 
thyroidectomy and whose thyroids were examined histologically. 
They feel that the clinical diagnosis in the early stages should 
be made readily; in the later stages, the fibrosed gland may 
simulate other thyroid diseases, including carcinoma. The level 
of the serum protein-bound iodine may be moderately elevated, 
and the uptake of I'*1 is severely depressed during the acute 
phase of this disease. Thyroidectomy is seldom required unless 
thyroid pressure causes symptoms or carcinoma is suspected. 
This type of thyroiditis is a distinct pathological entity and is 
characterized by focal follicular degeneration associated with 
acute inflammation, followed by proliferation of epithelial and 
mesodermal cells of the residual follicular wall. Reorganization 
of small thyroid follicles probably originates in part from multi- 
nucleated giant cells. A hard, adherent thyroid gland may result 
from extensive glandular fibrosis. When symptomatic therapy 
fails, external radiation of the thyroid may hasten resolution of 
the process, and administration of cortisone may interrupt the 
disease. Antibiotics appear valueless, and beneficial effects of 
thiouracil compounds have not been clearly established. 


Clinical and Histopathologic Study of the Effects of Anti- 
microbial Therapy in Tuberculosis. L. J. Wallner, J. R. 
Thompson and M. R. Lichtenstein. Am. Rev. Tuberc. 69:247- 
260 (Feb.) 1954. 


According to Wallner and associates, serial biopsies of tuber- 
culous lesions provide valuable material for study of the 
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effectiveness of various types of therapy. Although the lung is 
not readily studied by this means, mucous membrane lesions 
(mouth, pharynx, and larynx) are readily accessible for such 
observations. In a previous study, the authors demonstrated that 
treatment of mucous membrane lesions with cortisone or corti- 
cotropin was followed by worsening of the lesion and increase 
in the number of tubercle bacilli. In the present study, a com- 
parison was made of the effects of various antimicrobial 
drugs in 24 patients with pulmonary tuberculosis. Almost all 
had far advanced and cavitary tuberculosis, and all had tuber- 
culous lesions of the hard palate, pharynx, and larynx. Serial 
photographs and biopsies were made of the accessible mucous 
membrane lesions. The common sequence of events with effec- 
tive therapy was subjective relief, healing of the gross lesion, 
disappearance of tubercle bacilli, diminution in microscopic 
inflammation, resolution of tubercles, and fibrous tissue replace- 
ment. Dihydrostreptomycin, streptomycin, and isoniazid were 
rapidly effective. Para-aminosalicylic acid was much slower. 
amithiozone, used in a single case, was ineffective. The method 
used is recommended as a means of studying the tubercle in the 
human patient. 


Physiopathological Aspects of the Pulmonary Circulation: The 
Problem of Chronic Pulmonary Hypertension. H. Denolin, 
A. de Coster and N. Salonikides. Acta clin. belg. 8:647-706 
(Nov.-Dec.) 1953. (In French.) 


Notable advances have been made in the study of the pul- 
monary circulation as a result of newly devised methods of 
investigating cardiopulmonary function, especially cardiac 
catheterization. Study of the physiological pressures and resist- 
ances in the pulmonary vessels show that the pressure in the 
pulmonary artery is largely conditioned by the pressure existing 
in the left atriovenous system. An increase in the peripheral 
venous pressure, on the other hand, is scarcely ever reflected 
in the peripheral arterial pressure. The factors capable of 
modifying pulmonary arterial pressure are (1) those that cause 
passive hypertension in the pulmonary artery by increasing re- 
sistance in the left atrium and (2) those that increase resis- 
tance in the pulmonary arterioles themselves: Factors of the 
first kind produce a condition of hypertension in which the 
pressure in the left atrium and the total pulmonary resistance 
are increased, but the arteriolar resistance is normal and the 
pressure gradient between the pulmonary artery and the capil- 
laries remains normal. Factors of the second kind produce a 
condition in which the pressure in the left atrium is normal, 
but the total pulmonary resistance and the arteriolar resistance 
are increased and the pressure gradient between the pulmonary 
artery and the capillaries (or the left atrium) becomes steeper. 
Changes in arteriolar resistance may be the result of a decided 
increase in cardiac output, a reduction in the capacity of the 
vascular bed caused by anatomic lesions, or vasoconstriction 
precipitated by anoxemia, hypercapnia, activity of the nervous 
system, or various drugs. There is a wide difference of opinion 
in regard to the relative importance of the factors producing 
vasoconstriction and the mechanism by which they act. Left 
atrial hypertension resulting from purely mechanical causes is 
chiefly responsible for the increase in pulmonary arterial pres- 
sure in certain pathological conditions (left ventricular failure, 
mitral stenosis, and constrictive pericarditis), although other 
participating factors, such as changes in blood volumes, cardiac 
output, and arteriolar tone, may also be present. Functional 
factors are probably much more important than mechanical ones 
in chronic pneumopathies, but they should not be overempha- 
sized. The parts played by the anatomic lesions and the physio- 
pathological disturbances secondary to anoxemia in the develop- 
ment of hypertension in pulmonary emphysema, in particular, 
are still under discussion. Primary pulmonary arterial hyper- 
tension also appears in some patients, either alone or in 
association with various congenital cardiovascular anomalies. 
The hypertension seen in these cases is unquestionably linked to 
an increase in arteriolar resistance, but the mechanism by which 
the increase is produced has not yet been determined. 
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BOOK REVIEWS» 


The Physiology of Man. By L. L. Langley, M.A., Ph.D., and E. Chera- 
skin, M.D., D.M.D., University of Alabama, Birmingham. Cloth. $5.50. 
Pp. 609, with 180 illustrations. McGraw-Hill Book Company, Inc., 330 
W. 42nd. St., New York 36; 95 Farringdon St., London, E.C.4, 1954. 


The authors of this book are at once competent physiologists 
and enthusiastic teachers, and they have produced a work that 
will be welcomed by many students. It is comprehensive yet 
compact, businesslike yet humane. The dedication “to the 
proposition that learning can be fun” will not startle those for 
whom the natural pleasure in the wonders of the physiological 
laboratory has been spoiled, in the past, by dismal textbooks, 
poor apparatus, or disagreeable instructors. Whatever the reason 
for these maladjustments, it is good to see this manifestation of 
a will to improve. No first edition can anticipate all the curious 
difficulties encountered by a student in a new field. The student, 
for instance, thinks of veins as blood vessels, and must be 
puzzled when the authors use “venoconstriction” and “vaso- 
constriction” on page 328 as contrasting terms. He must also 
wonder about the use of the word “differential” on page 277 
when “difference” would be more precise. Since even the loosest 
of mathematics makes some distinction between angles of 60 
and 90 degrees, he will wonder why Einthoven’s triangle (page 
223) is equilateral instead of right-angled, and where one could 
possibly place the indifferent electrode referred to on page 224. 
Moreover, there does come a time when he must review for 
examinations and when a brief, memorizable definition can be 
a lifesaver; at such times an inadequate statement like the 
definition (page 92) of light as “a form of radiant energy which 
travels in waves at the rate of about 186,300 miles per second” 
can cause serious trouble. The smoothing out of such rough 
places is a slow process, but it leads ultimately to such mag- 
nificent works as the later editions of Howell’s textbook in 


English and the 26th edition of the Landois-Rosemann textbook 
in German. It is to be hoped that a similar future is in store for 
the present commendable book. 


Medical Jurisprudence. By I. Gordon, M.B., Ch.B., Senior Government 
Pathologist, Union Health Department, Durban, R. Turner, M.B., Ch.B., 
D.P.H., Senior Government Pathologist, Union Health Department, Cape 
Town, and T. W. Price, Ph.D., M.A., LL.B., Advocate of Supreme Court 
of South Africa. Third edition. Cloth. $13.50. Pp. 944, with 143 illustra- 
tions. [Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2]; E. & S. Livingstone, Ltd., 16 and 17 Teviot Pl., Edinburgh 
1, 1953. 


This book was originally written in 1942 by Rhodes, Gor- 
don, and Turner. After the second edition was published in 1945, 
Dr. Rhodes died and Mr. Price, an attorney, replaced him. This, 
the third edition, has a new publisher and about 500 pages of 
new material. Over 200 pages discuss problems not covered in 
preceding editions, including material under the headings of 
unprofessional conduct, contracts and medical insurance, delicts 
and the practitioner, crimes and the practitioner, the public 
duties of medical practitioners, evidence, and the expert wit- 
ness. Some specific topics in this new material are artificial in- 
semination, sterilization, sale of a medical practice, restrictive 
covenants in partnership contracts, and the importance of phy- 
sicians’ records. There is a much expanded section on the 
medicolegal aspects of alcoholic intoxication that covers the 
development of chemical tests for intoxication and a more thor- 
ough discussion of the use of blood grouping tests in disputed 
paternity cases. Fortunately the table of contents and the index 
have grown along with the text material and thus greatly facili- 
tate the book’s use. The book is still directed, however, to medi- 
cal jurisprudence in the Union of South Africa and Southern 
Rhodesia. This cannot be criticized, because it is precisely what 
the authors intended, but it does limit the book’s value to the 
private practitioner in the United States, even though the medi- 
cal aspects discussed are probably the same in every country 
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and the legal aspects discussed seem to be based largely on 
English common law, as is our own jurisprudence. The book 
reveals a well-defined body of medical jurisprudence in South 
Africa and Rhodesia, and it should be ir the library of all serious 
students of medicolegal problems. 


Plague. By R. Pollitzer, M.D. World Health Organization monograph 
series, no. 22. Cloth. $10; £3 5s.; 40 Swiss francs. Pp. 698, with illustra- 
tons. World Health Organization, Palais des nations, Geneva; Coiumbia 
University Press, 2960 Broadway, New York 27, 1954. 


The author of this monograph was one of four authors who 
compiled a manual on plague in 1936. This earlier volume has 
been rendered obsolete by spectacular advances in the treat- 
ment and control of plague since its publication. For this rea- 
son, the author has prepared a definitive text on plague that 
should serve as a reference book for many years or until the 
accumulation of new knowledge makes it obsolete. The papers 
contained in the present monograph cover the history and dis- 
tribution of plague, the plague bacillus, immunology, pathol- 
ogy, laboratory diagnosis, hosts of infection, insect vectors, 
clinical aspects, epidemiology, and the control and prevention 
of plague. Annexes provide lists of reservoirs and vectors of 
plague and a key to the identification of fleas. These papers were 
published separately over a period of two years in the Bulletin 
of the World Health Organization. The book is well printed and 
well illustrated, and the drawings of fleas are exceptionally good. 
Each chapter has an extensive bibliography, and there is a sub- 
ject index. This volume maintains the high quality set by previ- 
ous publications in the WHO monograph series. 


Ciba Foundation Colloquia on Endocrinology. Volume VII: Synthesis 
and Metabolism of Adrenocortical Steroids. Consulting editor: W. Klyne, 
M.A., B.Sc., Ph.D. Editors for Ciba Foundation: G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., and Margaret P. Cameron, M.A., A.B.L.S. Cloth. 
$6.75. Pp. 297, with 29 illustrations. Little, Brown & Company, 34 Beacon 
St., Boston 6, 1953. 


The introduction of cortisone as a therapeutic agent stimu- 
lated chemical researches that have resulted in the commercial 
production of this drug and in a study of related steroidal agents. 
Part 1 of this volume summarizes the work on the synthesis 
and chemistry of adrenocortical steroids, and part 2 summarizes 
their fate in the body. Part 1, including papers by Fieser, Bar- 
ton, Henbest, Heusser, Reichstein, Djerassi, Hirschmann, and 
other eminent workers in this field, is primarily of interest to 
chemists; part 2 concerns the biological aspects of the subject 
and will prove of greater interest to medical readers. Some of 
the subjects discussed are the biogenesis of the steroids, by 
Hechter; enzymatic factors, by Samuels; in vitro synthesis, by 
Dorfman; and corticosteroid metabolism in man, by Pincus. 
Although much remains to be done before we will know which 
steroids are elaborated by the adrenal and the factors control- 
ling their secretion, much has already been accomplished. This 
volume summarizes our present knowledge in this difficult field. 
Like its predecessors, it is well edited. The subject matter, al- 
though beyond the immediate interest of the general practitioner, 
will be of great use to all research workers in steroidal chem- 
istry and metabolism. 


You and Your Health. By Edwin P. Jordan, M.D., Executive Director, 
American Association of Medical Clinics, Charlottesville, Va. Cloth. $3.95. 
Pp. 296. G. P. Putnam’s Sons, 210 Madison Ave., New York 16, 1954. 


In this volume Dr. Jordan follows a new routine that is an 
outgrowth of his popular daily medical advice column that 
appears in various newspapers through the country. The 10 
subjects considered to be of greatest general interest are treated 
in separate chapters. After introductory discussions of varying 
length, in which basic orientation is provided, the author pre- 
sents brief discussions of various disorders that can affect the 
organ or system under consideration. In the chapter on the 
heart, for example, rheumatic heart disease, irregularities in the 
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beat, murmurs, coronary occlusion, the relation of the heart 
to dropsy, and the effect of athletic activities on the heart are 
discussed. Following these more detailed explanations is a spe- 
cial section containing specific questions and brief answers. This 
same routine is followed in chapters on blood pressure, the 
digestive system, cancer, infections, the skin, arthritis, allergy, 
eyes, and ears. By this procedure, Dr. Jordan has managed to 
pack a wealth of general information within a relatively small 
volume, and without question the discussions provide helpful 
background knowledge that will lead the reader to understand 
his problem better. No information about treatment is included. 
This book can be recommended without reservation by phy- 
sicians as a reference volume. It is careful to avoid sensational 
or premature statements that might engender undue optimism 
in patients but at the same time presents a hopeful attitude. An 
index adds to its practical usefulness. 


Surgery of Repair as Applied to Hand Injuries. By B. K. Rank, M.S., 
F.R.C.S., F.R.A.C.S., Honorary Plastic Surgeon, Royal Melbourne Hos- 
pital, and A. R. Wakefield, M.S., F.R.C.S., F.R.A.C.S., Honorary 
Plastic Surgeon, Children’s Hospital, Melbourne. Foreword by Sir Gordon 
Gordon-Taylor, K.B.E., C.B., LL.D. Cloth. $8. Pp. 256, with 188 illustra- 
tions. Williams & Wilkins Company, Mt. Royal and Guilford Aves., 
Baltimore 2; E. & S. Livingstone, Ltd., 16 and 17 Teviot Pl., Edin- 
burgh 1, 1953. 


The authors state in their preface, “Against wider horizons 
of modern surgical endeavor there is always a sobering thought 
in the high standards of structural exactitude required to sub- 
serve the many perfections of simplicity and intricacy which 
make up the normal functioning unit of the human hand. To 
contribute in some measure to the natural restoration of the 
hand from the unnatural effects which beset individuals today 
offers unique stimulus, scope and prize to the art of surgery and 
to the craft of surgeons.” The authors have generally refrained 
from basic descriptions of elementary operative procedures that, 
as they state, “. . . every well-trained surgeon of injury must 
know today.” Their concern is rather with the correct and timely 
application of these procedures. They have ably achieved their 
goal. Part 1 deals with the social significance of hand injuries, 
the surgical anatomy of the hand, the organization in relation 
to hand injuries, and the examination and appraisal of the re- 
cently injured hand. Part 2 deals with the primary treatment; 
part 3, with the intermediary treatment; part 4, with the sec- 
ondary treatment; and part 5, with the special aspects of hand 
injuries. The writing is clear, and the illustrations are excellent. 
No one interested in the surgery of trauma can afford to be 
without this volume. It will rank along with the few other classics 
that have dealt with the surgery of the hand. 


Surgical Pathology. By Peter A. Herbut, M.D., Professor of Pathology, 
Jefferson Medical Coilege, Philadelphia. Second edition. Cloth. $14. Pp. 
893, with 528 illustrations. Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1954. 


In this new edition the author has organized his material 
according to systems and added 124 new illustrations in black 
and white. The photomicrographs are of good quality. This 
book contains pertinent facts without excessive details. Several 
new topics such as vascular diseases, fungus diseases, repair of 
weunds, burns, irradiation effects, and sacrococcygeal teratomas 
are discussed. There are two new chapters, one on central nerv- 
ous system lesions by Alpers and the other on diseases of the 
adrenal glands. The former gives the pertinent gross and micro- 
scopic findings encountered in surgical diseases of the brain and 
spinal cord. These include tumors, traumatic disorders, and 
abscesses and aneurysms of the brain and spinal cord. The sys- 
tematic arrangement of the subjects and the simplified table of 
contents at the front of the book provide ready access to the 
material contained in it. References are given at the end of each 
chapter. The book is printed on high gloss paper, and the type 
is very readable. This book should be of interest especially to 
the general surgeon and the medical student. It was written 
primarily to provide the surgeon with basic information on the 
pathological findings in his specialty, and it attains this objec- 
tive very well. The surgical pathologist will also be able to use 
it as a quick reference where detailed gross and microscopic 
information is not required. 
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Pelvic Relaxations and Herniations. By James M. Wilson, M.D., Assist- 
ant Professor of Gynecology and Obstetrics, Medical College of South 
Carolina, Charleston. Publication no. 203, American Lecture Series, mono- 
graph in American Lectures in Gynecology and Obstetrics, edited by E. C. 
Hamblen, B.S., M.D., F.A.C.S., Professor of Endocrinology, Duke 
University School of Medicine, Durham, North Carolina. Cloth. $2.75. 
Pp. 64, with 35 illustrations by Elon Henry Clark. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scienti- 
fic Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1954. 


Although this monograph has been designed primarily for 
students, it will be found both practical and helpful for clinicians. 
It deals with the normal pelvic anatomy from the clinical rather 
than from the academic aspect. Detailed operative technique 
has been omitted intentionally, but the indications for surgical 
intervention and the principles of repairs have been covered 
adequately and succinctly. Chapter 1, which presents the 
anatomy of the normal pelvis, is especially well written. 
Throughout the text one notices the close collaboration between 
author and artist, which is particularly demonstrated in the 
section discussing the internal urethral sphincters and the trigo- 
nal muscles. The text on page 27 and figure 16 on the same 
page illustrate beautifully how a complicated story may be 
simply presented. Although purists in the teaching field might 
criticize this text for oversimplication, these purists rarely, if 
ever, have seen surgical anatomy through the eyes of the operat- 
ing surgeon. This volume is highly recommended. 


Bacterial Genetics. By Werner Braun, Ph.D. Cloth. $6.50. Pp. 238, 
with 67 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1953. 


Significant contributions to an understanding of the nature and 
control of bacterial variation are being made by the investigators 
in the new field of bacterial genetics. As a result, the genetic in- 
terpretation of bacterial activities is being increasingly employed 
in both basic and applied research. It therefore behooves both the 
student and the professional bacteriologist to acquaint themselves 
with the progress made in this field. This book has been devised 
to fill such a need. General genetic principles derived from studies 
with higher organisms are presented; the main portion of the 
book is concerned with the application of these principles to the 
study of bacteria. The cytological basis of bacterial genetics, 
mutation, mutagenic agents and mutagenesis, population 
changes, recombination, and bacterial transformation and trans- 
duction are discussed. The final chapter is a speculative discus- 
sion of bacteriological problems in the light of newer findings 
in bacterial genetics. The author suggests that such problems 
as pathogenesis, epidemiology, taxonomy, and evolution be ex- 
amined from the viewpoint of bacterial variation. This book 
should be of interest not only to bacteriologists but also to bio- 
chemists and geneticists who desire a general account of recent 
progress in bacterial genetics. 


Diseases of the Knee: Management in Medicine and Surgery. By 
Anthony F. DePalma, M.D., James Edward Professor of Orthopedic 
Surgery and Head of Department, Jefferson Medical College, Philadel- 
phia. Cloth. $20. Pp. 840, with 455 illustrations, drawings by Carl Brill. 
J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; Aldine 
House, 10-13 Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1954 


The format of this comprehensive treatise on practically every 
conceivable disability about the knee joint is excellent. The 
paper is better than usual, and the selection of the type makes 
for easy reading. The author is to be commended for the many 
excellent drawings and the numerous reproductions of roent- 
genograms. Its size and weight make this book difficult to handle 
unless a supporting table is used. The book is well arranged, 
and each chapter is complete within itself. At the end of each 
chapter, the author has included an up-to-date bibliography. 
Although some orthopedists may not agree with the author's 
preference for some operative procedures, the author honestly 
states that they have been found best in his hands. He does 
present many alternative procedures and gives due credit for 
the authorship and origin of these procedures. This is an excel- 
lent reference book for students, residents, and orthopedists. 
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QUERIES AND MINOR NOTES 


GOUT AND ARTERIOSCLEROSIS 


To THE Epiror:—A patient was hospitalized with clinical and 
electrocardiographic evidence suggesting coronary occlusion. 
In the hospital acute gouty arthritis on the left big tee de- 
veloped and also a left-sided ureteral calculus, which was re- 
moved during catheterization. The calculus was a pure uric 
acid stone. Is there any relation between gout and coronary 
artery disease? How frequently is an elevated blood uric acid 
level found in patients with gout? 

Rodney L. Kirk, M.D., York, Pa. 


ANSWER.—Clinicians who have had a wide experience with 
rheumatic diseases have repeatedly stated that a relation exists 
between gout and arteriosclerosis. The two conditions very often 
are found in the same person, and arteriosclerotic phenomena 
such as coronary occlusion, chronic nephritis, arterial hyper- 
tension, and cerebrovascular lesions frequently terminate life in 
gouty persons. The pathogenesis of this accelerated arterio- 
sclerosis remains obscure. A biochemical anomaly connected 
with disordered metabolism of uric acid is suspected of acting 
as a Catalyst in relation to arteriosclerosis, hurrying the develop- 
ment of the latter condition. 

In support of this impression of a close association of gout 
and arteriosclerosis are some statistics published during recent 
years. Chronic glomerulonephritis and nephrosclerosis each oc- 
curred in 7% of 100 gouty patients reported on by Brgchner- 
Mortensen (Acta med. scandinav. 106:81, 1941). Systolic blood 
pressure was more than 150 mm. Hg in 48% of cases in this 
series. Among 55 patients studied by Schnitker and Richeter 
(Am. J. M. Sc. 192:241, 1936), 17 (31%) had clinical signs of 
nephritis of the vascular type and 2 had glomerular nephritis. 
Five died in uremia, four of whom showed vascular and one 
glomerular nephritis at necropsy. Compared to control groups, 
the incidence of hypertension in the 55 cases of gout was high, 
and the incidence of arteriosclerotic lesions elsewhere than in the 
kidneys was also notably high. 

Somewhat earlier literature on gout is replete with references 
to a close association of gout and arteriosclerosis. In the autopsy 
material reported by Gudzent (Gicht und Rheumatismus, Berlin, 
Julius Springer, 1928), only 6 of 76 patients did not have renal 
disturbances, mostly sclerosis and often shrunken kidneys simi- 
lar to those observed in kidney disease from other causes. 
Sclerosis and atheromatosis of the aorta was present in 100% 
of these cases. This writer concluded that gout and vascular dis- 
turbances showed such a high coincidence that a causal relation- 
ship seemed most likely. 

An autopsy series reported by Norman Moore (Tr. Path. Soc. 
London 33:271, 1882) showed that arteriosclerotic changes oc- 
curred in a high percentage of cases even during the early years 
of life. From the point of view of the pathological anatomist, 
vascular lesions associated with gout do not possess any specific 
morphological characteristics; rather these resemble ordinary 
uncomplicated arteriosclerosis. Rarely, however, tophaceous de- 
posits have been observed in the lining membrane of the heart 
and in the aorta. 

Levels of uric acid in blood generally are higher in gouty pa- 
tients than in nongouty persons, although many exceptions are 
observed. The incidence of hyperuricemia generally is higher in 
more advanced cases than in early stages. There is little informa- 
tion about the larval or prearthritic stage of gout; however, 
instances have been observed wherein hyperuricemia was present 
and in others normal uric acid levels have been determined dur- 
ing this period. Once hyperuricemia develops this phenomenon 
may prove to be transient, inasmuch as normal levels may be 
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repeatedly observed between times when high levels are de- 
termined. During later stages of gout hyperuricemia is oftener 
present, although occasionally patients. with advanced destruc- 
tive lesions of gout and large accumulations of tophaceous ma- 
terial still show normal or low levels. It is safe to say that’ one 
must not rely upon a determination of the blood uric acid level 
to determine the diagnosis of gout for, if this is done, many 
instances of gout will go unrecognized. 


TREATMENT FOR RABIES 


To THE Epiror:—What is the approximate duration of the im- 
munity following the Semple treatment for rabies? Is there 
any information about the incidence of “allergic encephalop- 
athy” in second Semple treatments as compared to the first 


course? Alvah M. Weiss, M.D., White Plains, N. Y. 


ANSWER.—The duration of immunity following the Semple 
treatment is variable. Koprowski and LeBell (Am. J. Hyg. 
51:292-299, 1950) tested the serums obtained from patients who 
had undergone antirabies treatment with phenolized (Semple- 
type) rabbit-brain tissue vaccine, for the presence of comple- 
ment-fixing antibodies against brain tissue. Sixteen patients 
received the seven day course of treatment. None of their 
serums showed antibodies to brain tissue after vaccination. 
Thirty-four patients were given the 14 day course of treat- 
ment. Fifty per cent of these persons showed the presence of 
such antibodies, which persisted for periods ranging from 138 
to 227 days. Anderson and Arnstein in “Communicable Disease 
Control” (ed. 3, New York, the Macmillan Company, 1953) 
state that the duration of resistance is so short that vaccination 
is best repeated if a second exposure occurs later than six months 
after immunization. 


Shaughnessy (Jllinois M. J. 103:82-84, 1953) states that all 
observers are agreed that the risk of neuroparalytic reactions 
is much greater in those who have had a previous course of 
inoculations with vaccine. Reimmunization, therefore, should 
not be given in borderline exposures and, if given at all, should 
be limited to a short booster course of five to seven injections. 


POLIOMYELITIS 

To tHe Epiror:—A 29-year-old primipara had satisfactory 
sexual adjustment with her husband until four and one-half 
years ago, at which time anterior poliomyelitis developed. 
They have one son 8 years old. When she had poliomyelitis, 
she spent some time in an iron lung but emerged with no 
paralysis and only minimal atrophy of one limb. She gets no 
satisfaction in sexual intercourse since having poliomyelitis. 
Physical examination including pelvic examination was nor- 
mal. The hemoglobin level was 90%. She appears to have a 
slight hypochondriacal trend. Does anterior poliomyelitis 
lower sexual desire and orgasm? Could you suggest therapy? 


M.D., Pennsylvania. 


ANSWER.—The lack of sexual satisfaction, partial atrophy of 
one limb since having anterior poliomyelitis, and a lessened 
sexual desire and orgasm may stem from fear of another preg- 
nancy. On the other hand, if she feels that her bout with polio- 
myelitis may have impaired her fertility, and she desires another 
child, it might be a good idea to discuss this with her. If she does 
wish to have another child, providing her tubes are patent, it 
would be wise to advise a high protein diet consisting chiefly 
of fish and sea foods, to build up her nervous system and to 
help improve the possibility of conception. Reassurance that she 
would not suffer further nerve damage with another pregnancy 
might be helpful in any event. It is:quite normal that she should 
be apprehensive after such an experience as she had in the 
iron lung. 
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SMALLPOX VACCINATION 

To THE Epitor:—Can you advise me whether there are any 
changes in the white blood count and differential as a result 
of a smallpox vaccination. An infant 8 months of age weigh- 
ing 13 lb. (5,896.7 gm.) was vaccinated, and a white blood 
cell count revealed 20,000 per cubic millimeter 48 hours later. 
The vaccination was taking. A repeat count the next day 
(third day after vaccination) showed 19,000. There was no 
fever. There were no previous blood cell counts. The erythro- 
cyte count was 4,300,000; hemoglobin 12.5 gm.; and polymor- 
phonuclear leukocytes 41%, eosinophils 4%, monocytes 2%, 
and lymphocytes 53%. There were no abnormal cells. The 
paternal grandfather and great grandfather both had myelog- 


enous leukemia. A. A. Shaper, M.D., Louisville, Ky. 


ANSWER.—Increase in the number of white blood cells and 
changes in the differential count are not uncommon following 
a primary take in smallpox vaccination. The differential and 
red blood counts and hemoglobin on the 8-month-old baby are 
within normal limits. Since there are no blast cells and no clini- 
cal symptoms, the white blood cell count of 20,000 may be 
the response to the smallpox vaccination; however, it might be 
due to some intercurrent infection. Certainly a repeat complete 
blood cell count should be made at frequent intervals. 


THRUSH IN HOSPITAL NURSERY 

To THE Epittor:—What is the cause of thrush in a hospital 
nursery, and what is considered good treatment? What pro- 
phylaxis should be used for other babies? Does giving alveolar 
inhalations and tube feeding predispose to thrush as well as 
prematurity? Eugene Smith, M.D., Waterloo, Iowa. 


ANSWER.—There is a positive correlation between the in- 
cidence of maternal vaginal moniliasis and the incidence of 
thrush in a hospital nursery. Secondary cases develop in a hos- 
pital nursery presumably by contact from imperfectly sterilized 
nipples or bottles and other equipment, attendant’s hands, and 
the mother’s breast. Prophylactic treatment includes isolation 
and treatment of infants born of mothers known to have vaginal 
moniliasis and those infants whose oral cultures are positive 
for thrush. A 1% aqueous solution of gentian violet is effec- 
tive for prophylaxis and treatment. This should be done twice 
daily one hour after feeding in the first 24 hours of treatment 
and then once a day. Mucus should be removed by cotton appli- 
cators soaked in 1:1,000 aqueous solution of benzalkonium 
(Zephiran) chloride before the gentian violet is applied. Tube 
feedings or any trauma to the oral mucous membrane may pre- 
dispose to infection or be a source of contamination. 


INFERTILITY AMONG MORTICIANS 


To THE Epiror:—/ have examined a man for infertility. He is 
a mortician, and, in canvassing the morticians in our county, 
it was found that about 80% to 90% of the morticians’ mar- 
riages were infertile. This man expressed the thought that it 
was Formalin(a 40% formaldehyde solution) or the Formalin- 
like compounds that might produce the infertility. Do you 
have any information? 

John R. Liska, M.D., Greensburg, Pa. 


ANSWER.—It has been noted that Formalin or Formalin-like 
compounds may produce infertility. Chemical poisonings may 
even cause liver impairment, particularly when usage of such 
chemicals is continuous in small amounts over long periods of 
time. This would be found in the constant handling of the types 
of compounds used as perservatives by morticians. In fact, all 
poisons absorbed by the system cause some impairment of tes- 
ticular function, although of course not always enough to pro- 
duce sterility. However, such a theory would be worthy of 
further investigation in a wide series of cases, should it be prac- 
tical to conduct such a controlled series. 


J.A.M.A., Jume 5, 1954 


BLOOD TRANSFUSION 


To THE Epitor.—ZIn a minor note (J.A.M.A. [March 27] 1954. 
page 1148), Ogden suggests that tests for sickling be done on 
the blood of all Negro blood donors, to exclude those whose 
erythrocytes sickle. While no one will deny that blood from 
persons suffering from sickle cell disease should not be used 
for blood transfusion, there is no reason why persons with 
sickle cell trait cannot be used as blood donors. Although 
the red blood cells of such persons will sickle when the oxygen 
tension becomes markedly reduced, as in sealed wet prepara- 
tions, they do not sickle under normal conditions. Per- 
sons with sickle cell trait are therefore not anemic and show 
no evidence of excessive hemolysis. The survival time of their 
erythrocytes is normal, a fact that has been known for some 
time and that we have recently been able to confirm with the 
radioactive chromium labeling technique. The vast majority 
of Negroes whose erythrocytes -will sickle when the oxygen 
tension is greatly reduced merely have the trait. Sickle cell 
disease is usually fatal in childhood. Those few patients who 
do survive into early adult life and who might offer to donate 
blood are usually quite anemic and will be readily excluded 
by hemoglobin determinations, which are usually done rou- 
tinely. The necessity of performing sickle cell examinations 
on Negro blood donors therefore seems quite doubtful. In- 
deed, exclusion of all persons whose erythrocytes will sickle 
would only serve to restrict unnecessarily the supply of human 
blood. 

Ernest Beutler 
Lieutenant (MC), U. S. Army Reserve 
935 N. Raynor Ave., Joliet, Ill. 


To THE Epitor:—ZIJn THE JouRNAL, March 27, 1954, page 1148, 
in discussing an answer to a query on blood transfusion in 
THE Journal, Aug. 15, 1953, page 1585, the discussant pre- 
sented an opinion that is contradicted by experimental ob- 
servations. The discussant says, “Sicklemic blood. must not be 
administered, since there is no benefit to the recipient.” Ex- 
perimental observations by Singer and co-workers (J. Lab. & 
Clin. Med. 33:975, 1948) and Callender and co-workers (J. 
Lab. & Clin. Med. 34:90, 1949) indicate that sickle cell trait 
erythrocytes survive normally in persons with or without 
sickle cell anemia. Therefore, the sickle cell trait, present in 
7 to 10% of Negro donors, is not a cause for rejection. While 
sickle cell anemia erythrocytes are destroyed at an abnormally 
rapid rate, such donors will be rejected, if they present them- 
selves at all, for not having a satisfactory hemoglobin con- 
centration. 

John B. Ross, M.D. 

Medical Director 

Jacksonville Blood Bank, Inc. 

536 W. 10th St., Jacksonville, Fla. 


LIPEMIA AND WORK IN A DOUGHNUT SHOP 

To THE Eptror:—/n reference to a query about lipemia in THE 
JourRNAL, March 27, 1954, page 1147, 1 feel that your answer 
was probably erroneous. Ordinarily the hypercholesterolemia 
(xanthomatotic) type does not give a grossly lipemic plasma 
or serum. This is particularly true of the endogenous 
xanthomatotic, probably familial, type that you discuss. Of 
course, it is theoretically possible to have a hyperlipemia in 
addition to a xanthomatotic tendency. Thannhauser states 
in “Lipidoses:. Diseases of the Cellular Lipid Metabolism” 
(Christian, editor, ed. 2, New York, Oxford University Press, 
1950): “It should be emphasized that, in contrast to ‘idiopathic 
hyperlipemia,’ a milky serum is almost never found in essen- 
tial xanthomatosis, because in these cases the increased serum 
lipids are not fat but cholesterol and cholesterol esters.” This 
has been my own experience in reference to hypercholesterole- 
mias of the xanthomatotic type. 


Nathan H. Friedman, M.D. 
2336 Main St. 
Stratford, Conn. 
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